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in corticosteroid therapy 


Deltacortril: 


brand of prednisolone 

Potent analog of hydrocortisone; 
antirheumatic, antiallergic, antiphlogistic; 
effective even where other steroids fail; 
virtually devoid of major hormonal action 


Cortril 


brand of hydrocortisone 
TOPICAL OINTMENT 1.0% & 2.5% 


OPHTHALMIC OINTMENT 0.5% & 2.5% 
unsurpassed anti-inflammatory, anti-allergic therapy 


for dermatitis or superficial eye disorders. 
ACETATE AQUEOUS SUSPENSION 25 mg. per cc. 
Local anti-rheumatic therapy of choice in arthritic joints 


— without systemic effects. 


Terra-Cortril’ 


brand of oxytetracycline hydrochloride and hydrocortisone, 
= TOPICAL OINTMENT containing 3% TERRAMYCINt 
and 1% CORTRIL* 


combination OPHTHALMIC SUSPENSION containing 
5 mg. TERRAMYCIN and 15 mg. CORTRIL per cc. 


Combined anti-infective, anti-infl tory therapy for skin and 
disorders of infectious origin or those complicated or threatened 
secondary microbial invasion; unites the established antibiotic range 
and the therapeutic and prophylactic predictability of TERRAMYCIN 
with the outstanding topical activity of CORTRIL. 


* Trademork of Chas. Pfizer & Co., Inc. 
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An effective combination of Iron as Iron Gluconate, 
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Children :—1/, to 1 teaspoonful at bed time. 
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used. It is pleasantly flavoured, easily administered 
and, apart from good personal hygiene, 
secondary measures are seldom necessary. 


PACKINGS: I oz.—single dose size. 4 0z.—sufficient for 


seven-day treatment. 80 oz. economy dispensing pack. 


Each teaspoonful contains piperazine tartrate equivalent 


to 500 mg. piperazine B.P.C. 1934. 
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(Incorporated in England. The liability of members is limited) 


COURT HOUSE, CARNAC ROAD, BOMBAY-2 


wv 
+ 
| 
4 
4 
i 
2 


x J.1.M.A. Advertiser Vol. 80, No. 3 


Oral Treatment 


of Macrocytic Anaemias 


The formula of Sylomin is based on the 
intrinsic factor and vitamin Bi2, reinfor- 
ced by folic acid and vitamin C. The pre- 
paration offers an effective, convenient 
and oral therapy for macrocytic anaemias, 
especially useful when there is a deficiency 
of the intrinsic factor in the stomach, thus 
preventing the absorption of orally ad- 
ministered Bi 2. 

COMPOSITION: 

Each tablet contains :— 

Vitamin B ;> B.P. 

Purified Intrinsic Factor Conc. 

Folic Acid B.P. 

Vitamin C B.P. 
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Free to breathe again... 


succinctly expresses the relief of the asthmatic subject who uses 

*‘Neo-Epinine’ preparations. In the majority of patients 

‘Neo-Epinine’ tablets sublingually or No. 1 Spray Solution by oral 

inhalation will rapidly relieve the attack. The intractable case ‘ 
will probably require No. 2 Compound Spray Solution, which is 

more potent and longer acting. ‘Neo-Epinine’ tablets, 

20 mg., are available in catch covers of 4 and bottles of 25 and 

100; ‘Neo-Epinine’ No. 1 Spray Solution and No. 2 
Compound Spray Solution each in bottles of 10 ml. (10 c.c.) 


‘NEO-EPININE:. 


ISOPRENALINE SULPHATE 


-in bronchial asthma 


(INDIA) PRIVATE LTD., P.0. BOX 290, BOMBAY 
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CONVALESCENT CARE 


Whenever an active, well-tolerated and palatable haematinic 
is required, there is clear indication for the use of 


HEPATOGLOBINE 


Endorsed by over 25 years’ clinical experience 


COMPOUND 25 MCG. 
“OF 


LIVER EXTRACT OF B 12 


PREDIGESTED PROTEIN PER OUNCE 
AND IRON 


' Bottles of 10 ozs. 
Particulars from: 


RAPTAKOS BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 


for all ages.. 


Pleasant-tasting 
Adcco’s Compound is a 
> proved health tonic. It 
provides extra energy for 
youthful vigour and 
vitality. le builds resis- 
tance to fatigue, coughs 
and colds. For new mothers, 
for the convalescent Adcco’s 
compound builds 


Start taking sound health. 


ADCCO'S 
-COMPOUND 


each spoonful leads to health 
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TEMPOGEN 


a therapeutically balanced formula of Fo r t e 


@REDnisocone —the most potent anti-inflammatory, antirheumatic agent 

aceryisaucyiic acio—for dependable analgesic, antirheumatic effects 

ascorerc acio—for effective antistress support 

ce. —to relieve the hyperacidity so common in sterold 
rapy 

to provide many-sided relief in rheumatoid arthritis and other commonly encoun 

tered rheumatic conditions with the least likelihood of excess physiologic effects. 
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“ But that’s just the point, Mr. Baxter... 


. . it’s quite important to remember the difference between the two. Globin insulin 
contains a foreign protein, globin, to modify the action of the insulin, whereas L.Z.S. contains 
no protein or peptide, other than the insulin itself. Let me stress once again, gentlemen, that 
the prolonged effect of 1.Z.S. depends entirely on the appropriate adjustment of the particle size 
of the zinc insulin compound. It is because the effect of 1.Z.S. is independent of any 
modifying protein, that allergic reactions following its use are practically unknown. 
That is precisely why I.Z.S. is so suitable as the single daily injection of insulin in a high 
percentage of diabetic patients. Any other questions ?” 


1L.Z.S. A.B. Vials of 10 c.c. 
wort unis perce. J Cnsulin 


LZ.S. ) A.B. Vials of 10 
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Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 


LONDON LONDON 

ALLEN & HANBURYS LTD Disiribuiors BRITISH DRUG HOUSES (INDIA) LTD 
P.O. Box 58 Clive Buildings Calcutta P.O, Box 1341 Bombay 
Stan House, Barrack Road, Bombay P.O. Box 9024 Calcutta 
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DEPYRIN 


SAFE ANALGESIC THERAPY WITH 
SAFETY TO THE STOMACH 


4 
4 


Depyrin is a safe and effective combination of 
analgesic, antipyretic and sedative drugs for immediate 
relief of headache and all sorts of pain in the body. 


ALUMINIUM HYDROXIDE added to 
Depyrin tablets guard against the 
possible gastric irritation due to 

Acety! Salicylic Acid. 


Supplied im TUBES OF 10 AND BOTTLES OF 100 AND 200 


Manufactured by 


DEY’S MEDICAL STORES PRIVATE LTD. 
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SANIMALT 


AY 
PALATABLE DIETARY SUPPLEMENT 


Each Oz. of Sanimalt provides : 

My Z (BA 1 mg. 

Sodium 


Ferrous Glucenate ...... 325 mgs. 
Cobalt Gluconate ...0..+. 7.5 mg 
Malt & Flavour Q. S. 


In all cases of nutritional deficiency, general debility, 
convalescence and anaemias, and particularly during 
pregnancy, to prevent polvneuritis. 


THE SANITEX CHEMICAL INDUSTRIES LTD. y 


INDUSTRIAL ROAD, BARODA 3.{INDIA) 


@extremely high therapeutical etheacy due to the very broad antibacterial spectrum 
@ marked reduction of gndesiderable side effects 
@no danger of therapeutical dysvitaminosis secondary to antibiotic treatment 


— Sete Distributors for India 
RANBAXY & CO,PRIVATE LTD. 


Branches : BOMBAY @ CALCUTTA @ MADRAS © DELHI © KANPUR 


maintenance of body structure. | 

» 

Ambrasy” 
Capsules vitaminized by the addition of vitamins C, K and B complex | 3 
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ANOTHER STEP FORWARD 
IN 
ORAL TREATMENT OF DIABETES T 0 LB U TA M DE 


Successful results were obtained by oral administration 
of Tolbutamide in 82 patients at Mt Sinai Hospital, 
New York City. 


Tolbutamide has no other pharmacological effects as far 
as It Is known, apart from blood sugar lowering effect. 


* 


Literature on request. 


Available in Tablets of 0.5 gm. in bottles of 25, 50, 100 and 500 tablets, 


Manufactured for - first time in India : Branches : 
BOMBAY 
ALBERT DAVID : 
NAGPUR 
L I M IT E D : VIJAYAVADA 
15, CHITTARANJAN AVENUE, SRINAGAR 
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**.. « When all aloud the wind doth blow, 
And coughing drowns the parson’s saw, 
And birds sit brooding in the snow 


And Marion’s nose looks red and raw... . 


Act V. Sc, II Love’s Labour's Lost” by 
William Shakespeare 


Effective 
decongestant 
therapy 


PIRITON 
EXPECTORANT 


LINCTUS 


Liquefies tenacious sputum and aids its prompt removal 


Each teaspoonful of Piriton Expectorant Linctus contains 2 Piriton 
(chlorpheniramine) maleate, 100mg. ammonium chloride B.P. and 
44mg. sodium citrate B.P. Supplied in bottles containing 4 fluid 
ounces and 2 litres. 


ALLEN & HANBURY S 


A 
JUINCORPORATED IN ENGLAND: THE LIABILITY OF THE MEMBERS OF THE 
CALCUTTA 
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LOCULA 


Sodium Sulphacetamide 
Solutions and Ointment 


IN 
CONJUNCTIVITIS TRACHOMA, 
CORNEAL ULCER, BLEPHARITIS, 
INDUSTRIAL EYE INJURIES, 
OPHTHALMIA NEONATORUM, 
PROPHYLACTIC AND CURATIVE, 
CHRONIC DISCHARGING EARS ETC. 


Iron-Glycerophosphates— Vitamins, A. D. B. Complex 


in a palatable base. 
FOR 


e Fatigue, | e Convalescence, 


e Nervous Exhaustions, e During pregnancy and 


e Low general Health, e Lactation. 


East India Pharmaceutical Works Ltd. 


CALCUTTA—26. 
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ORIGINAL ARTICLES 


CLINICAL ASPECTS ANDZDIAGNOSIS OF YAWS (FRAMBOESIA TROPICA) 


C. M. HASSELMANN, 
Professor of Dermatology & Venereology, and Director, Universitats-Klinik 


Yaws (Framboesia tropica) is an infectious, 
contagious and communicable disease caused by a 
spirochaete, Treponema pertenue. Principally and 
primarily, the skin is affected, although the lesions 
may spread from the skin on to the adjacent 
mucous membranes of the mouth and the nose, 
generalize by metastasis, and also occasionally in- 
volve the bones. Inasmuch as mass-campaigns 
against yaws are at present conducted in various 
countries by the U. N. World Health Organiza- 
tion (WHO) jointly with the United Nations 
International Childrens Emergency Fund 
(UNICEF) and together with the respective 
National Governments, attention is focussed both 
on these general health campaigns and their re- 
sults as well as on the epidemiology, clinical 
aspects and diagnosis of framboesia tropica in 
particular. 

Yaws is rampant in the hot and moist regions 
of all tropical countries. Whereas syphilis is 
mostly transmitted through sexual intercourse, 
and occurs comparatively seldom as an ‘“‘extra- 
genital’ infection, yaws is contracted through 
intimate bodily contact from skin to skin, espe- 
cially in childhood. Theoretically, spirochetes 
could be transported by various insect species 
(Musca, Hippolates), but this is obviously of no 
practical portent. 

Neither morphologically and by dark-field 
examination nor serologically Treponema pertenue 
causing yaws, and Treponema pallidum causing 
syphilis, are distinguishable from one another 


und-Poliklinik fiir Haut-und Geschlechtskrankheiten, Erlangen, Germany 


but they produce an entirely different patho 
logy (Figs. 11 and 12, vide Plate). Consequently, 
both the clinical lesions and the course of the 
disease in man and suitable animals (monkeys) 
likewise differ. As stated above, framboesia 
tropica is mainly a _ skin disease, whereas 
syphilis attacks not only the skin but usually soon 
the inner organs, too, namely, the lymphatic and 
cardiovascular system including the heart, and 
bones, liver, kidneys, lungs, stomach, and the 
central nervous system. Moreover, in syphilis in- 
fection of the foetus through the maternal placenta 
and the umbilical cord may occur sometimes 
beyond the 16th week of pregnancy and prior to 
birth (‘‘congenital or connatal syphilis’). On the 
other hand, there does not exist any ‘‘congenital’’ 
framboesia prior to birth, and no affections of the 
inner organs and of the cardiovascular or central 
nervous system. 

Hence, this different biological behaviour of 
the two respective treponemata can logically be 
also interpreted in that sense that Treponema per- 
tenue predominantly affects the epidermis, viz., it 
is “‘epidermotrop”, and that Treponema pallidum 
attacks all embryonic layers, ectoderm, entoderm 
and mesoderm with even distinct preference for 
the latter, viz., it is “‘mesodermotrop” or “‘pan- 
blastotrop’’. 


INITIAL LESIONS 


Yaws papule—Experimentally, 10-12 weeks 
after inoculation with virulent, viable Treponema 


+ Formerly Special Consultant, U.S. Public. Health Service, formerly Chief Medical Adviser, U.N. World 
Health Organization’s Treponematoses Control Program Indonesia, formerly Special Consultant to the Trepone- 


matoses Control Project in the Philippines. 
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pertenue, there appears as the initial ‘‘primary’’ 
lesion a papule (Fig. 1A, vide Plate), i.e., a small, 
circumscribed, solid yet soft skin elevation which 
may soon assume elevation and diameter of a 
papilloma. 

The tendency to shed the covering epidermal 
surface due to excessive inflammation and exuda- 
tion, and to ooze, may soon lead to the formation 
of a non-adherent yellowish crust, consisting of 
dried serum and epidermal scales. On removal 
of this, the raw pinkish surface may resemble a 
raspberry which has led French observers coin the 
name ‘‘framboise’’ (raspberry). 

When limited numbers of Treponemata perte- 
nue are carried by the lymphatic vessels to the 
neighbouring skin areas, or if these are directly in- 
fected from the initial ‘‘mother-yaw’’, daughter 
efflorescences may arise (Fig. 1B, vide Plate) as 
long as immunity has not yet sufficiently deve- 
loped to prevent ‘‘super-infection’”. Such is 
possible during this initial, early stage of yaws in 
man and animal up to about the seventh month, 
only, after which time immunity is sufficiently 
developed that ‘super-infection’ upon reinocula- 
tion will no longer ‘‘take’’, 


GENERALIZED METASTITIC POLYPAPILLOMATA 


Ten to 12 weeks after experimental inoculation 
of yaws in man and animal, a crop of generalized 
metastatic polypapillomata may appear (Fig. 2, 
vide Plate), usually while the initial, socalled 
‘‘primary’’ framboesial lesion (papule or papilloma) 
still persists. These generalized metastatic fram- 
beesial efflorescences (Fig. 3, vide Plate) also 
commence as papules but rapidly grow, and pro- 
gress into the typical papillomata. Jt is highly 
significant that the clinical aspects as well as the 
underlying histopathological changes of these 
generalized metastatic polypapillomata are identi- 
cal with those of the initial framboesial papules 
and papilloma, respectively. 


The mechanism of appearance of this crop of 
metastatic polypapillomata is obviously haemafo- 
genous. Aside from this, some regional, appa- 
rently lymphogenous propagation of T. pertenue 
not infrequently leads to rudimentary metastatic 
papillomata limited near to the site where the 
initial framboesial lesion is present. They are 
separated from the initial lesion by stretches of 
healthy-looking skin. They may be indicative of 
a tendency inherent in the framboesial process to 
generalize in successive stages. It was the occa- 
sional occurrence of these regional lymphogenous 
“‘daughter-yaws”’ that gave rise to the somewhat 
ambiguous term ‘“‘mother-yaw’’, which now is 
sometimes loosely used for the persisting initial 


yaw, if and when generalized metastatic papillo- 
mata already co-exist. 

These early generalized metastatic polypapillo- 
matous framboesids are usually so uniform as to 
tend to monotony, and often remind one of mul- 
tiple impetigo lesions, particularly in children. The 
polypapillomata with their somewhat fungating 
appearance are easily distinguishable from secon- 
dary syphilids, except when the latter also present 
signs of marked hypertrophy, but then such 
lesions have long been designated ‘‘framboesioid”’ 
syphilids. 


*‘Wet CRAB’ YAwsS 


The multiple polypapillomata on palms and/or 
soles (Fig. 4, vide Plate) as ‘‘wet crab’’ yaws 
deserve special attention, inasmuch as it has 
been proved experimentally (Schébl and Hassel- 
mann, (1932) that they represent the typical 
“metastatic inflammatory exudative  efflore- 
scences’” appearing simultaneously with the 
metastatic crop on other skin regions. The 
amount of exfoliation and hyperkeratosis may 
greatly vary, so that allusion is sometime made to 
psoriasis (‘‘framboesiderma psoriasiforme’’). At 
no time, however, should these well circumscribed, 
discrete, often treponema-positive ‘‘wet crab’’ yaws 
lesions of the early metastatic generalization stage 
be confused with the typically diffuse, hyper- 
keratotic, often fissured or cribrated, persistent 
chronic yaws lesions of the late stage known as 
“*keratodermia plantaris et palmaris’’. 


OTHER EARLY SKIN LESIONS 


If some annular and circinate arrangement of 
papules and/or rudimentary papillomata in this 
comparatively early period of the metastatic gene- 
ralization stage is evident, the term “ringworm 
yaws’”’ has been sometimes used to allude to the 
similar morphological appearance in certain fungi 
infections of the skin (tinea, trichophytosis). 
Usually, other ‘typical multiple papules and 
papillomata are coexistent, so that only some may, 
perhaps, show this rather over-emphasized semi- 
circular ringworm-like configuration of the der- 
matological aspect, not infrequently seen in 
patients. 

The amount of inflammation and the degree of 
immunity reached, together with one’s individual 
form and manner of reactivity govern in each 
patient his peculiar response during the course 
of the disease. Hence, if in the course of 
yaws a certain immunity has been attained, and 
the inflammatory process in the skin abates with 
attenuated formation of hypertrophic, oozing poly- 
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Fig. 6—Keratodermia plantaris ‘cribrata’ of the late yaws stage. Fig. 7—Yaws papilloma : note the 
site around mouth and nose orifices, and from which rhinopharyngitis mutilans ( ‘gangosa’ ) might 
later on commence by obvious ‘allergic’ exacerbations. 


be: 


Fig. 8—‘Gangosa’ ( rhinopharyngitis mutilans ) of the late ulcerative yaws stage, with still co-existing polypapillomata. 
Figs. 9 and 10—Rhinopharyngitis mutilans ( ‘gangosa’ ) of the late ulcerative yaws stage 


Fig. 11—Yaws papilloma: Extensive inflammation of corium and cutis with perivascular infiltrations— predominantly of 
plasma cells. Capillary vessels enlarged but without intima or media pathology. Fig. 12— Syphilitic papule with 
already considerable vascular pathology : media infiltration, intima proliferation with partial obliteration of lumina. 


HASSELMANN—Clinical Aspects and Diagnosis of Yaws ( Framboesia Tropiea ) ( p. 71 ) 
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papillomata, then typical follicular, conical, hyper- 
keratotic yet dry papules may be present on any 
part of the skin, sometimes with still coexistent 
polypapillomata. Usually slight scaling may be 
noticeable, but furfuraceous desquamation is an 
exception, and they never ooze. These are the 
rather atypical, persistent framboesids appearing 
somewhat late during the generalized metastatic 
stage called “keratosis pilaris’’ (‘‘lichen follicu- 
laris’’, ‘‘pian d’artre’’). They should not be con- 
fused either with the keratosis-like lesions on 
the elbows, upper arms and lateral face obviously 
due to deficiency in vitamin A, or with similar 
circumscribed follicular 
patches occasionally found in leprosy. 

Pigmentary changes—Papillomata often heal 
with changes in pigment. Hyperpigmentation is 
frequently present, but restricted to the healed 
yaws lesions. It may persist for a long time. 
Likewise, loss of pigment with hypopigmentation 
may remain visible in the centre for a long time 
as an aftermath of framboesial skin lesions. These 
depigmented areas at the very site of previous 
former yaws lesions however must be strictly 
differentiated from the otherwise typical ‘‘leuco- 
derma”’ (‘‘vitiligo’””) on the back of the hands and/ 
or the feet which are not necessarily always the 
result of framboesial origin, unless they coexist 
with, and are contiguous to the late keratodermia 
changes on the soles and palms, as discussed later. 

It is a moot question whether ichthyosis is a 
direct sequela of yaws. Such dry skin desquama- 
tion is frequently encountered in tropical people, 
especially as a symptom of nutritional deficiencies, 
together with cheilitis due to ariboflavinosis. 

K eloids—Healing of yaws papillomata not in- 
frequently leads to hypertrophic scar formation 
known as “‘keloid’’. This is the wellknown racial 
tendency of the connective tissue in people with 
dark pigmented skin for excessive connective 
tissue growth leading to benign fibroid tumours. 
Whether, e.g., a cut of the skin, or the impulse 
of the framboesial inflammation, healing in either 
instance may often lead to excessive formation of 
connective tissue in the resulting scar with the 
visible morphology of ‘‘keloid’’. These may then 
affect rather larger skin areas with resulting 
mutilating scars. 

These keloids as well as the extensive scar 
formations in healed former yaws lesions may also 
result in contractures, inhibiting functions of adja- 
cent joints. 

Loss of hair—Local as well as generalized 
loss of hair (alopecia) is not infrequently found 
in yaws patients, and also experimentally in 
monkeys. Inasmuch as often other pathology, 
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such as dermatophytosis and nutritional deficien- 
cies may play a role, alopecia cannot necessarily 
be considered a typical symptom in yaws. 


KERATODERMIA 


This scaly, diffuse, callous often fissured 
hyperkeratotic thickening of the skin on soles 
and/or palms, with much pains when walking or 
using the hands, is by far the most frequent yaws 
lesion observed in the field and dispensary com- 
prising well over 50 per cent of all patients seen. 
It is also the most important yaws pathology from 
the economic point of view, inasmuch as the 
patients are incapacitated, and may be totally 
unable to work at all. Yet, often after one single 
but ample dose of penicillin all pain and cracks 
in the skin may completely disappear. The 
patients may again be able to do all work with 
all pains completely disappeared and the deep 
cracks healed, although the thickening and ex- 
foliation of the skin is subsiding but only gradu- 
ally, perhaps. 

This “keratodermia plantaris et palmaris’”’ as 
skin affection is limited to soles and/or palms 
with enormous hyperkeratosis, pronounced ex- 
foliation, deep fissures (Fig. 5, vide Plate), and 
usually very painful. Depending on the individual 
cellular response of each patient, various clini- 
cal pictures may be conspicuous such as more 
map-like defects, a sieve-like appearance (“‘kerato- 
dermia framboesicum cribratum’’) (Fig. 6, vide 
Plate), or ‘“‘moth-eaten’’ feet ; the peculiar gait has 
led to the connotation ‘‘dry crab-yaw’’. 


Histopathology—The histopathology shows 
enormous thickening of the corneal layer (hyper- 
keratosis) with marked parakeratosis and acan- 
thosis, but only slight inflammatory changes in 
the cutis. Since treponemata have never been 
demonstrated in these late hyperkeratotic plantar 
and palmar lesions, it seems doubtful whether 
they may factually constitute only some allergic 
tissue response, and thus be comparable to e.g. 
keratodermia blenorrhagica as sometimes seen in 
gonorrhoea. Yet, regarding epidemiology and 
control of yaws, this question of pathogenesis in 
these late treponema-negative keratodermia 
lesions is of paramount importance, whether they 
are simply ‘non-infective’ late lesions, and remain 
so, or whether they deserve to be considered 
“potentially infective’, nevertheless, with possibly 
other treponema-positive lesions re-appearing, 
and thus practically perhaps one of the most im- 
portant link in the chain of infection due to their 
dominating prevalence. 

On the soles, it is remarkable that not those 
parts subjected to constant and most pressure from 
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weight and trauma are principally affected (heel, 
lateral aspects, band below metatarsal capitula) 
but rather also instep and centres of soles, which 
makes it quite distinct from the otherwise so 
numerous ordinary clavus thickenings. 


FRAMBOESIAL ULCERATIONS 


In the dispensary and field, yaws patients 
with some sort of ulcers may be quite numerous. 
It is impossible to ascertain correctly, either by 
simple examination and much less by doubtful 
interrogation regarding history and onset, the 
exact pathogenesis of these late framboesial ulcera- 
tions, if they are framboesial at all. Experiment- 
ally, Schébl et al (1928) succeeded in reproducing 
in the Philippine Macaccus cynomolgus all clini- 
cal ‘stages of yaws including ulcerative rhino- 
pharyngitis mutilans (‘“‘gangosa’’), Schdbl (loc. 
cit.) stated: “Initial or metastatic yaws on 
mucous membranes are not known to exist ; but 
direct spreading of primary or metastatic yaws 
from the skin across the mucocutaneous border 
(Fig. 7, vide Plate) on to the mucous membranes 
is by no means an uncommon occurrence. This 


speaks in favour of my contention that the start- 
ing point of gangosa is the skin yaw or late 
ulcerating yaws lesion, extending directly on to 


the mucous membrane. . . , that the histopatho- 
logical process affects a very extensive area of 
the mucous membrane, far greater than the area 
which actually undergoes the real ulceration in 
any stage of the development and course of the 
condition by direct extension of skin 
lesions, either early (by superinfection) or late, on 
to the mucous membranes of the nose shows that 
this mode of pathology is the commonest if not 
the only one’. No additional experimental work 
has been conducted and published since, to shed 
any further light on this important problem 
appertaining to ulcerations which are, or may be, 
due to framboesia tropica alone. 


The ulcerations in yaws are not seldom at the 
very site of the initial, primary yaws, inasmuch 
as this latter may not subside, but persists 
throughout even the period of metastatic gene- 
ralization, and may be still present during the 
late stage of the disease due, apparently, to pecu- 
liar immunologic phenomena. Here, a low-grade 
yaws infection, either with a well-developed initial 
papilloma or simply an abortive initial lesion, is 
leading only to a low-grade reactivity in the host. 
During a possibly ‘‘negative phase’’, as demon- 
strated both serologically and experimentally by 
attempted superinfections, a crop of metastatic 
generalized polypapillomata may subsequently 
appear. ‘These cause obviously such sensitization 


that any sudden increase in antigen, either by 
liberation from the yaws papillomata or by ex- 
perimental injection of viable, virulent trepone- 
mata, may be followed by local exacerbation of 
any existing lesion, be this still initial yaw or a 
metastatic papilloma. 

Hence, such late ulcers can be present 
together with the crop of polypapillomata. The 
ulcer may be single, or multiple and close together. 
In such case, the centrally located largest ulcer is 
often still referred to as ‘“‘mother-yaw’”’ although 
this term is confusing with the factual papillo- 
matous ‘‘mother-yaw’”’ during the very early stage 
of framboesia with the real initial yaw in the 
centre surrounded by regional lymphogenous 
“‘daughter-yaws’’ papillomata. 

If no other typical yaws lesions are co-existing, 
it is most difficult to diagnose ulcerations, whether 
single or multiple, as due to yaws alone, especially 
if they are situated on the lower leg. ‘Tropical 
ulcers’’, whatever their aetiology and pathogenesis 
may be in a special patient, deserve careful diag- 
nostical consideration in each instance. 

Not infrequently, a single ulcer presumably 
diagnosed as yaws, may prove, on closer inspec- 
tion, to be factually quite elevated above the 
skin surface and represent a persisting, though 
typical framboesial papilloma, perhaps still the 
initial yaws. 


““GANGOSA”’ (RHINOPHARYNGITIS MUTILANS) 


The rather common ulcerations of the muco- 
cutaneous borders of the nose and mouth, and of 
the palate deserve special attention. In man and 
monkey, it is remarkable how initial yaw, or also 
papillomata of the metastatic generalization 
period may linger around the orifices of the mouth 
and the nose (Fig. 8, vide Plate). Scars of the 
junctures are commonly seen among many people. 
Somewhat they remind of Parrot’s radial cicatri- 
zation in syphilis, but the healed framboesial scars 
are more uniformly flat, and not at all limited to 
the angles of the mouth only. They may extend 
and encompass larger areas of the adjacent muco- 
cutaneous borders of the nose and mouth, the 
nostrils and cheeks. 


Clinically and in the field, one can regularly 
observe cases in all stages: the yaws papilloma 
around these orifices may have healed completely 
but with slight typical flat scarring, where only 
limited ulceration and necrosis had apparently 
occurred. Or, deeper cicatrization is now again 
covered by intact epidermis. Finally, the ulcera- 
tion may have affected not only the skin and the 
mucosa but even the deeper tissues such as the 
cartilages and bones of the palate and nose with 
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resultant vast mutilation and disfigurement (Figs. 
9 and 10, vide Plate). Once an active spreading 
yaw is established near the mucocutaneous borders 
of the nose or mouth, whether initial or meta- 
static, merely an allergic exacerbation is appa- 
rently required to accomplish such destructive 
mutilation in the face classified as ‘“‘gangosa’’ or 
“‘rhinopharyngitis mutilans’’, It is essential 
therefore, that in children such possibly early 
yaws papillomata around the face orifices are 
adequately treated to prevent development into 
such late mutilating ulcerations. 

The comparatively frequent occurrence of 
gangosa in framboesia tropica lies obviously in 
the close ‘ontogenetic’ relationship of the mucous 
membranes of the face orifices to the adjacent 
outer skin. In embryogenesis, the upgrowth of 
the mandibular arch, nasal and maxillary process 
around the primitive stomodeum form the final 
face-contours. For a time, the ectodermal lining 
comes in direct contact with the entoderm of the 
foregut, pressing aside the intervening mesoderm. 
Embryologically, a considerable portion of the 
anterior oral and nasal mucosa stems from the 
ectoderm and is thus a direct continuation from 
the outer skin. The border is about the level 
of Sessel’s pocket in the pharynx, which, inci- 
dentally, is also the sensory border of the maxillary 
nerve (trigeminus, 2nd ramus). 


These late ulcerative lesions of the nasal frame 
and the palate usually referred to as ‘‘gangosa”’ 
(rhinopharyngitis mutilans) appear to be more fre- 
quently found among females than males in the 
tropics, although further statistical proof is still 
required. 

In contrast to the affection of the nose and 
oral mucosa proper, it is quite significant that the 
papillomatous, or ‘‘condylomatous’’ yaws lesions 
of the anal region are always strictly ‘‘peri’’-anal, 
and separated from the anal orifice by a narrow 
strip of healthy skin, unlike the syphilis condylo- 
mata. 


BONE AND Jornt LESIONS 


As to the bone lesions without ulcer formation, 
and without the breaking down of tissues cover- 
ing the bones, periostitis with thickening and 
bowing of the tibia, the humerus or the forearm, 
are not seldom encountered in the field especially 
in children. Since treponemes are never demon- 
strable in such bone or joint pathology, neither in 
yaws nor in similar syphilitic lesions, it seems safe 
to assume that such changes are either toxic or 
allergic, too. This view is supported by the fre- 
quent observation of indentical periosteal patho- 
logy in children suffering from chronic pyodermia 


77 


YAWS—HASSELMANN 


(Chiari, 1938). The same possible pathogenesis 
may, perhaps, apply to those conditions like 
painful thickening of the fingers (‘‘dactylitis’’) of 
metatarsus or metacarpus, and involvement of 
synovia, tendons and joints, at least sometimes. 
The frequency and diversity of ‘‘arthralgia’’ and 
“‘bone’’ lesions reported from the field calls for 
judicious evaluation relative to framboesial origin, 
unless radiological evidence together with com- 
plete disappearance following specific treatment 
sustain such claim, 


“GuNDv”’ 


*‘Gundu”’ as a typical symmetrically bilateral, 
solid enlargement of the nasal bones is con- 
sidered as a late yaws manifestation. This para- 
nasal hyperplastic osteitis is mainly reported from 
Africa and Brazil, but certainly extremely rare 
in South East Asia and the Pacific. 


SO-CALLED “LATENT Yaws”’ 


The term ‘latent’ in any infectious and com- 
municable disease connotes (1) complete freedom 
at a certain time from any clinically visible 
symptoms and manifestations of that disease, 
though serologically the disease might still be dis- 
cernible and (2) that under certain conditions, 
sometimes still completely obscure, relapses may 
occur with either recurrence of typical clinical 
lesions and symptoms, or with reappearance of 
the respective causative agent, or both. 

From the standpoint of epidemiology and 
public health, it is this latent stage in contagious 
diseases that deserves the greatest attention 
governing all control and preventive measures. 


Although Treponema peritenue of yaws cannot 
survive apparently any length of time in meso- 
dermal tissues of lymphatic nodes, we do not 
know whether ‘“‘silent’’ or ‘‘quiescent’’ infection 
of the skin exists in yaws and how long, e.g., 
Treponema pertenue may survive and remain 
virulent and infective in the skin. Nor has it 
been ascertained whether and under which cir- 
cumstances patients without framboesial skin 
lesions, but with keratodermia plantaris, may re- 
main potentially infective with the possibility of 
treponemes reappearing anywhere. The same 
applies to patients with long lasting positive sero- 
logy, just as in syphilis, 

As a practical guide and to guard against re- 
appearance of ‘active’ framboesial lesions contain- 
ing viable, virulent treponemata risking infection 
of other persons, adequate treatment with peni- 
cillin is indicated in all patients with definite and 
succinct evidence of yaws, either previous or pre- 


1 

; 

ab. 

Tis 

i= 

- 


78 J. INDIAN M. A., VOL. 30, NO. 3, FEBRUARY 1, 1958 


sent. From the standpoint of adequate control of 
yaws, it is imperative to include treating all 
‘contacts’ as well in order not to miss those per- 
sons already infected but still in the incubation 
period without yet any yaws lesions clinically 
visible. 


OTHER MANIFESTATIONS 


The clinical and morphological lesions of 
‘keratosis pilaris’ (lichen follicularis), ichthyosis, 
keloids as hypertrophic scar formations, and of 
pigmentary changes, both hypopigmentation as 
loss and hyperpigmentation as increase in the 
normal skin pigment, have already been dis- 
cussed, inasmuch as either may appear already 
during an early stage of the disease. 

Leucoderma or vitiligo—As to the very marked 
loss of pigment with typically bilateral, often even 
symmetrical location on the lower legs, arms and 
adjacent extensor aspect of the feet and the hands, 
the term ‘“‘leucodermg’’ or ‘‘vitiligo’’ is appro- 
priate. If such depigmentation is present at the 
site of and contiguous to yaws lesions, their aetio- 
logy is obvious. Otherwise, leprosy, dermato- 
phytosis, pinta, etc., must be considered, 

On the back of the feet and the hands, nearly 
symmetrical leucoderma is often observed in the 


tropics without any definite symptoms of yaws 


whatsoever. Their bilateral, somewhat symmetri- 
cal, depigmented pattern at once suggest some 
central nervous disturbance of the adrenal or pitui- 
tary metabolism, even if such disturbance cannot 
be ascertained. On the other hand, such loss of 
pigment concomitant with marked scaling and 
occasionally spreading from plantar or palmar 
keratodermia on to the lateral and dorsal aspects 
of the feet and the hands points to framboesial 
pathogenesis, especially when positive serology 
exists and if healing sets in following specific 
therapy. In the Duala district of Cameroon such 
is known as ‘“‘Mbelung’’ which term connotes this 
co-existing leucoderma with typical plantar and/or 
palmar hyperkeratosis. 

Nodositas juxta-articularis—In yaws (much 
less frequently in syphilis) juxta-articular nodules 
are sometimes observed. They are typical hard 
fibromata. They may be present at and above 
any joint, especially elbow, ankles, knees or close 
by, and more above the tendons, as, e.g., above 
the greater trochanter. The variable site and 
the often symmetrical appearance are difficult to 
explain, though in certain instances, perhaps some 
local mechanical irritation and constant minor 
trauma as cross-legging, kneeling, sleeping on 
hard boards with constant exposure to pressure 
etc. may be responsible. 


CLASSIFICATION AND NOMENCLATURE OF 
YAWS LESIONS AND STAGES 


In framboesiology as in all realms of medicine, 
inerrancy of human and animal experimental 
evidence must be accepted. Succinct clarity in 
nosological nomenclature, and standardization of 
definitions are imperative in all phases of vital 
statistics and clinical descriptions. Without them, 
no intelligent appraisal of morphological pheno- 
mena and epidemiological data is judiciously 
possible. 


It is difficult to classify framboesia according 
to clinical lesions easily and practically recordable 
even by less specialized field personnel, a fact 
often deplored, and recently again by the South 
Pacific Commission (H-10 Project Report, Circular 
No. 6). The striking overlapping of successive 
stages and crops of yaws efflorescences and their 
corresponding requisite histopathological features 
are all in singular contrast to the more or less 
clear-cut divisions into, primary, secondary and 
tertiary syphilis, respectively, and to the latter’s 
pertinent morphological and pathological changes. 
In a very general way, framboesial lesions can be 
merely and sufficiently classified descriptively as 
(a) Initial early yaw, whether papular or already 
papillomatous ; (b) generalized metastatic papules 
and mostly already papillomata (‘polypapillomatous 
stage’) ; (c) the late stage with (1) keratodermia 
of the soles and/or the palms, and (2) ulcerative 
lesions, wherever these are located, and irrespec- 
tive of their mostly indeterminable pathogenesis, 
except in experimental yaws. If further sub- 
divisions are considered appropriate in a parti- 
cular patient, such adequate dermatomorphologi- 
cal designations would be in order, e.g., ‘‘kerato- 
sis-pilaris-like’’ framboesides, etc. Finally, there 
remains, as in all infectious communicable 
diseases, the problem of “‘latency’’, i.e., without 
any visible clinical pathology except, perhaps, 
positive serology, and scars and disfigurements 
(contraction, gangosa). From the point of public 
health and preventive medicine, and as a practical 
issue in field control measures, adequate treatment 
of these ‘latent’ cases is as imperative as that of 
the socalled ‘contacts’. 


To simplify the polyglot and often too verbose 
terminology in yaws, and to impede further con- 
fusion, the Expert Committee on VD of the World 
Health Organization suggested in 1952 in London 
to adopt the following practical and adequately 
descriptive yet succinct terminology for mass- 
campaign recording in the field: (1) Initial 
lesions ; (2) multiple papillomata ; (3) ‘‘wet crab 
yaws” (which are factually early generalized 
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metastatic papillomata on the soles); (4) other 
early skin lesions; (5) hyperkeratosis (which is 
factually ‘‘keratodermia plantaris and/or palma- 
ris’’) ; (6) gummas and ulcers ; (7) gangosa (rhino- 
pharyngitis mutilans) ; (8) bone and joint lesions ; 
and (9) other manifestions. This abbreviated no- 
menclature appears sufficiently concise yet resilient 
enough to cope with the plethora of field require- 
ments when usually and often but quickly and 
briefly trained paramedical personnel is called 
upon to diagnose, appraise and report. 
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PNEUMOCONIOSIS IN THE 
NON-INDUSTIAL POPULATION 
OF RAJASTHAN 
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Department of Pathology 
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Heilig et al (1953) reported a high incidence of 
emphysema and the consequent production of cor 
pulmonale amongst the patients examined by them 
in Jaipur. Enquiries made from clinicians and 
radiologists have revealed the fact that silicosis is 
not commonly encountered in Rajasthan, hence 
the cause of the widely prevalent emphysema must 
be sought for elsewhere. In view of the extremes 
of temperature prevalent in the desert areas of 
Rajasthan coupled with a low incidence of rain- 
fall and the strong dust-raising winds, the inhala- 
tion of the dust particles over prolonged periods 
might be noxious to the population at large. The 
ideal method of determining the character of the 
noxious agents floating in the air would be to 
collect air samples of dust from the breathing zone. 
The microscopic examination of dust particles 
collected from the atmospheric air showed the 
presence of an appreciable number of minute 
fragments of crystals, it was, therefore, not 
possible to’ determine exactly the nature of the 
minerals contained in the atmospheric dust. “For 
a proper petrographic identification, the rocks in 
the area under survey should be examined, as the 
minerals in the dust undergo decomposition to a 
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greater or lesser extent. As the examination of 
the rocks would not give a correct picture of the 
composition of the dust, so the next best proce- 
dure was to collect dust from the tops of almirahs, 
which were at least six feet from the ground. 
The microscopic examination of this dust gave 
results similar to those obtained with the loose 
surface layer of the soil, the only difference was 
that the coarser particles were much less in 
evidence in the dust collected from the tops of 
almirahs. Samples of the loose surface layer of the 
soil were then obtained from different parts of 
Rajasthan and also from other areas in India and 
microscopic and chemical examinations of these 
samples were carried out. 


The gravimetric procedure given in the 
Standard Methods of Chemical Analysis (Scott) 
was followed throughout. The results are shown 
in Table 1. 

It must be borne in mind that only desert sand 
can be blown about easily and thus can be 
noxious when inhaled, whereas the clay from non- 
desert regions cannot be easily blown about unless 
there are very strong air currents and will be in 
general innocuous from the point of view of 
damage to the lungs notwithstanding the chemi- 
cal composition of the soil. 


It has been postulated that the dust particles 
of 1-5 are noxious especially those measuring 
1 « and bigger particles are deposited only in the 
upper respiratory passages (Raymond ; 1952 and 
Deutrebande, 1952). The examination of the sand 
shows that particles less than 10, in size are 
rather scanty in the soil of Jaipur. It is thus 
clear that inhalation of the desert sand must 
occur over prolonged periods if any ill-effects are 
to occur at all. Iron and aluminium are known 
to modify the noxious effects of silica (Naeslund, 
1940) and their presence in the soil is probably 
responsible for the absence of typical silicosis in 
the non-industrial population of Rajasthan. 


The presence of a large amount of quartz in 
association with iron and aluminium might be in 
some way responsible for the widespread emphy- 
sema reported by Heilig et al (loc. cit.). It should 
be clearly borne in mind that a clinical diagnosis 
of emphysema except in more advanced cases, 
cannot be made with any confidence (Proc. Roy. 
Soc. Med., 1952). In order to determine the cause 
and extent of emphysema, the lungs of unclaimed 
cases dying in the S. M. S. Hospital were care- 
fully examined. The post-mortem material was 
divided into two categories, i.e., cases showing 
mainly pulmonary lesions and non-pulmonary 
cases. Out of 32 pulmonary cases, 10 cases 
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Tastz 1—SHOWING RESULTS OF ANALYSIS or DusT 
OBTAINED FROM VARIOUS PLACES 


General Nature 


Not typical desert sand. An- 
gular particles of quartz 
maximum. Decomposing 
feldspar, epidote, mica 
tourmaline and.  ferruge- 
nous materials sparsely 
present 

Typical desert sand. Quartz 
maximum. Decomposing 
feldspar, epidote and gar- 
net in small amounts 63 


Not true desert sand. Quartz 
plenty. Some mica and 
feldspar. Appreciable 
amount of ferrrugenous 
clay 66-1 

Not true desert sand. Angu- 
lar quartz particles coated 
with ferrugenous material. 
A few feldspar. Garnet 
rare, Organic material 
appreciable amount 

Mostly ferrugenous clay. 
Fair amount of quartz and 
mica 

Mostly ferrngenous. A few 
quartz particles 

Mostly ferrugenous. Small 
amounts of quartz, garnet 
and pologonite 


* Controls. 


showed the presence of marked interstitial pneu- 
monitis (Figs. 1 and 2, vide Plate), 13 cases showed 
the existence of a medium degree of interstitial 
pneumonitis and nine cases were either free from 
interstitial inflammation or showed only a slight 
degree of it. No definite opinion could be given 
in ten cases due to the presence of marked 
chronic venous congestion or inflammatory lesions 
of the lungs, e.g., bronchopneumonia. Focal 
emphysema was found in association with fairly 
marked interstitial pneumonitis (Fig. 3, vide 
Plate). Due to the associated pulmonary lesions, 
the co-existing histological changes associated 
with interstitial pneumonitis could not be studied 
satisfactorily. 


Out of 39 non-pulmonary cases, 15 cases 
showed the existence of patchy but marked inter- 
stitial pneumonitis, 12 cases had a medium degree 
of the lesion and only nine cases showed either 
the absence or only a slight degree of interstitial 
inflammation. No definite opinion could be given 
in three cases due to the existence of complica- 
tions. Due to the coexistence of the disease lead- 
ing to death in these cases, a proper study of the 
lesions of the lungs could not be carried out. 


An interstitial pneumonitis and fibrosis can be 
caused by a number of infections (influenza, 
atypical pneumonia, rarely by pneumococci, 
streptococci and staphylococci) as well as chemi- 
cal agents (antimony trioxide, cadmium oxide, 
silica, asbestos etc.), it was considered advisable 
to examine the lung of apparently healthy people 
dying of a violent death, infective factors could 
thus to a great extent be excluded. 


Out of the 56 medico-legal cases, 22 showed 
the presence of marked interstitial pneumonitis, 
23 of a moderate degree and only 11 cases were 
moére or less normal or showed only a slight 
degree of interstitial pneumonitis. The lesions 
were, in general, patchy in nature and were 
associated with focal emphysema, when the inter- 
stitial inflammation was fairly marked. Out of 
these 56 cases, there were three cases showing 
evidence of pulmonary tuberculosis and nine cases 
showed lesions of tuberculosis of the hilar lymph 
nodes in varying degrees. In addition to the 
interstitial pneumonitis, 37 cases also showed one 
or more of the following co-existing lesions: 
varying degrees of fibrosis, which was either 
(a) perivascular and peribronchial (Fig. 4, vide 
Plate) or (b) interlobular or (c) subpleural. The 
fibrosis could also be seen in some cases to be 
occurring in more than one area. The other 
features noticeable to a variable extent were 
areas of granulomatous infiltration (Fig. 5, vide 
Plate). and presence of dust cells. It has been 
noticed in our experimental work on tuberculosis 
in guinea-pigs, that interstitial pneumonitis and 
foci of round cell infiltration were the only lesions 
in the lungs of guinea-pigs, when the infecting 
dose was small or the resistance of the guinea- 
pigs was fairly high, so the interstitial pneumo- 
nitis in 12 out of 56 cases could have been due to 
tuberculosis alone, but the presence of dust cells 
in some of these cases ruled out a purely tuber- 
culous lesion. 


There was further evidence in support of the 
lesions being due to inhalation of dust containing 
silica. The silica content of normal lungs in the 
West is 0°25 per cent, it may go up to 1°0 per 
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cent without producing definite lesions (Patty, 
1948). The silica content of lungs looking normal 
naked eye in Rajasthan varied from 1°5 per cent 
to 46 per cent in a small number of cases and 
in a few animals injected with silicon dioxide or 
Jaipur dust, it ranged between 3'5 per cent and 
2°5 per cent. 


The sections of lungs stained with haematoxy- 
lin and eosin were examined for the presence of 
doubly refractile silica particles with the help of 
polaroids. These particles had more or less the 
same refractive index as that of commercial 
quartz. It has already been shown that a large 
percentage of particles of quartz in the dust are 
coated with iron, the chemical examination 
suggests that there is also probably a coating of 
aluminium, hence the refractive index cannot be 
exactly the same as that of commercial quartz. 


The particles of silica were fairly abundant in 
areas where there was a deposit of carbon (Fig. 6, 
vide Plate), but the lungs were otherwise more or 
less normal. In the lungs showing evidence of 
pneumoconiosis in the form of fibrosis (Fig. 7, 
vide Plate), granulomatous lesions, etc., the silica 
particles were either present in lesser numbers 
than in normal lungs or were found only to a 
negligible extent. 

It was necessary to examine pieces of lungs 
as controls from apparently healthy people in- 
habiting non-desert areas. Materials from eight 
medico-legal cases obtained from Bombay were 
examined. There were three cases showing 
patchy but medium interstitial pneumonitis, only 
one case showed the presence of a granulomatous 
lesion, most of the cases had congestion of the 
alveolar walls with or without oedema. But none 
of the cases showed the presence of collections of 
doubly refractile silica particles when examined 
with the polaroids. The lesions in the cases show- 
ing interstitial pneumonitis or granulomatous in- 
filtration were obviously not due to pneumo- 
coniosis. 

The presence of interstitial pneumonitis along 
with areas of granulomatous infiltration due to 
inhalation of dust does not by itself constitute a 
serious threat to a person’s health, but there is 
a possibility of the causal agent predisposing the 
patient to more serious pulmonary lesions. From 
this point of view, it was found that out of 154 
autopsies carried out in the Pathology Department 
at Jaipur, there were 30 cases of pulmonary tuber- 
culosis, 22 of pneumonia, 2 of bronchiectasis and 
4 cases: of primary bronchogenic carcinoma. It 
appears that about 30 per cent of the necropsies 
were from infective pulmonary cases, which is 
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probably quite a high figure and may be due to 
the pre-existing pneumoconiosis ; but the number 
of cases is not sufficiently large to arrive at definite 
conclusions. 


Smart and Anderson (1952) have reported a 
greater incidence of pneumonia in Kieselgurh 
workers than is usually seen. Gough (1947) des- 
cribed an infective pneumoconiosis in which 
tuberculosis played an important part. In it 
collagenous fibrosis developed in and around the 
coal foci to form ‘‘infective nodules’’ which later 
tended to fuse and form massive areas of fibrosis 
characteristic of the later stages of the disease. 
Death was frequently due to right heart failure, 
and, less often to active tuberculosis thus differ- 
ing from classical silicosis. It, therefore, appears 
that the cor pulmonale and a probable high in- 
cidence of tuberculosis and pneumonia are due 
to the prevalence of a pre-existing pneumo- 
coniosis in Rajasthan. 


A great deal of stress has naturally been laid 
on the existence of silicosis in industrial workers, 
but the problem of pneumoconiosis in the non- 
industrial population can only be encountered in 
the desert regions. Policard and Collet (1952) 
did not find any lesions of silicotic type on 
autopsy of four native mounted police, but in the 
dust particles in peribronchial and periarterial 
sheaths, histospectrographic examination revealed 
silicon in dust masses. The presence of a large 
amount of silica is not essential in the dust in- 
haled to cause silicosis. On the basis of the data 
reported by the Congress of Industrial Workers 
(Relayew) it may be assumed that innocuous 
amounts of silica mixed with other dusts, e.g., 
coal-dust will clog the lungs and cause silicosis. 


Figs. 1-7 give the salient features of the pre- 
vailing pneumoconiosis. 


SUMMARY 


The existence of pneumoconiosis in the non- 
industrial population of Rajasthan has been des- 
cribed. The lesions are due to the presence of 
silica in the dust inhaled along with small 
amounts of iron and aluminium. 
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Moniliasis of the lungs is caused by the fungus 
Candida albicans and is clinically divided into two 
types : 

(1) Bronchopulmonary and 

(2) Pulmonary. 


Bronchopulmonary moniliasis is the term 
employed to designate that type of candida infec- 
tion of the lungs in which the disease process is 
limited to the bronchial tree. This type of infec- 
tion, which is not at all uncommon, is manifested 
clinically by the signs and symptoms of an ordi- 
nary bronchitis. The temperature may be nor- 
mal or only slightly elevated, and the health of 
the patient is not always seriously affected. The 
infection may disappear spontaneously or become 
chronic and mimic the symptoms of a chronic 
bronchitis of bacterial origin. 

The radiological findings in the bronchopul- 
monary type may be as follows: The x-ray films 


of patients with bronchial candidiasis usually 
show little more. than a non-specific type of peri- 
bronchial thickening. Sometimes a peculiar hazy 
type of linear fibrosis can be seen. Although 
such a picture is not diagnostic, the possibility of 
candidiasis has often been suggested and cultures 
very frequently have confirmed the tentative 
diagnosis. 


Pulmonary moniliasis is the term reserved for 
infections of the parenchyma of the lungs. 
While parenchymal moniliasis is not as common 
as the bronchial form, it is a more serious 
disease. The combination of cough, fever, dysp- 
noea, chest pain, haemoptysis and night sweats, 
may resemble pulmonary tuberculosis. The tem- 
perature and the pulse rate are elevated mode- 
rately, pleural pain is common, adhesions are not 
rare and pleural effusion occurs occasionally 
(Smith, 1947; Riddell, 1952). Cough is harass- 
ing and the patient brings up mucoid, gelatinous 
sputum which sometiemes is blood streaked. A 
purulent sputum indicates that secondary in- 
fection with pyogenic cocci probably has occurred. 


Areas of consolidation resembling a broncho- 
pneumonia may be scattered throughout two or 
more lobes ; infrequently there may be lobar con- 
solidation. Medium moist rales are present over 
the areas of involvement, but ‘dullness and changes 
in the breath sounds are rare. The more severe 
infections have the physical signs of confluent or 
lobar pneumonia with dullness, increased tactile 
fremitus and prolongation of the expiratory 
sounds. 


It is probable that many of the lesions of pul- 
monary candidiasis heal spontaneously and com- 
pletely, but in other instances recovery is not 
complete and the patient may develop the clini- 
cal picture of the chronic bronchial type. Death 
may occur when two or more lobes are involved 
with a dense pneunronic process. 


The radiological findings in pulmonary moni- 
liasis may be as follows: The shadows vary in 
size and shape and resemble those seen in bron- 
chopneumonia, except that the edges of the 
lesions are less sharply defined. Two or more 
lobes frequently- are involved, although the apices 
of the lungs usually are spared. The lesions are 
rather inconstant, and films, made at weekly 
intervals, show definite evidences of clearing in 
some areas and spreading in others. In very 
severe infections the massive lesions are dense 
and smooth and often may involve almost an 
entire lobe. Some lobes may show almost com- 
plete consolidation, while others contain only 
bronchopneumonic patches. 
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Fig. 1— Interstitial pneumonitis, dust cells in the Fig. 2—Interstitial pneumonitis, giant cells 
alveolar lumen and wall x 270. present in the alveolar lumen x 270. 


z 


Fig. 3—Marked interstitial pneumonitis with Fig. 4—Marked peribronchial fibrosis x 21. 
focal emphysema x 270. 


GOYAL — Pneumoconiosis in the Non-industrial Population of Rajasthan ( p- 79) 
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Fig. 5—Granulomatous infiltration Fig. 6—Abundant doubly refractile Fig. 7— Doubly refractile silica particles 
of the pleura x 270. silica particles in a focus of abundantly present in the carbon 
anthracosis x 450. impregnated area, getting very scanty 


in the area undergoing fibrosis x 450. 


GOYAL—Pneumoconiosis in the Non-industrial Population of Rajasthan ( p. 79 ). 


Fig. 1—Pleural effusion right base (21.5.57). Fig. 2—Pleural effusion diminished. Beadlike opaci- 
ties in the right cardiophrenic and perihilar area 
(28.6.57). 


HEILIG AND ANDLEIGH—Bronchopulmonary Moniliasis ( p. 82 ). 
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The diagnosis of bronchopulmonary and pul- 
monary moniliasis is fraught with difficulties. 
Isolation of the organism, particularly if the 
patient has received antibiotics, is not conclusive. 
The organism frequently establishes itself in the 
bronchial mucous membranes as a_ secondary 
invader. A diagnosis must be made indirectly by 
excluding all other infectious and neoplastic con- 
ditions, that might affect the bronchial and 
parenchymal tissue, and directly by demonstrat- 
ing repeatedly the organism in the sputum 
obtained preferably by bronchial aspiration. The 
diagnosis becomes firmly established by proving 
that the monilia grown is actually Candida albi- 
cans, which is almost always pathogenic. 


An interesting case of pulmonary moniliasis 
diagnosed by culturing Candida albicans repeatedly 
from sputum, larynx and left nostril is being 
reported, 


Case REPORT 


Dr. N.A.C., 50, Parsee, male, fell ill in August, 1956, 
with a peculiar skin affection of the fingers, nails, palms 
and soles, fever upto 100°F and marked anorexia, 


The patient had been leading a healthy life. He 
never took alcohol and stopped smoking two years ago 
when he was suffering from severe cramps in the calves 
at night which made sleep impossible inspite of seda- 
tives. He was forced to walk about upto the early 
morning hours when the pain subsided and he could get 
some sound sleep. There was also a rise of temperature 
in the evening and an eruption of whitish spots on the 
palms. Niacin and ronicol were given for several weeks 
while the pain gradually subsided. At that time blood, 
including Kahn test, urine and stool, x-ray chest and 
E.C.G. were normal. Pulse in both the dorsalis pedis 
arteries was easily palpable. For the next two years 
the patient worked hard in a responsible position and 
felt perfectly well. 

In August, 1956, the patient noticed an evening rise 
of temperature upto 100°F, a peculiar eruption on his 
palms and soles, changes on some of the nails, and a 
marked anorexia. In September, the liver was found 
enlarged 2% fingers below the costal margin, firm, 
smooth but hardly tender. The spleen was not palpable. 
During September and October temperature rose every 
day from 98-4°F. in the morning to 100°F., sometimes 
101°F in the evening; anti-malarial treatment had no 
effect at all. 


The patient had lesions appearing in crops on both 
palms and soles and under the nails; they never showed 
ulceration or a weeping stage, Ichthyosiform or naevoid 
disturbances were not noted. The characteristic lesions 
consisted of a small vesicle embedded under the skin, 
pearly in colour, and just palpable when stroked. The 
lesions gradually became bigger and in the course of 
two weeks or so, gradually shrank and disappeared, leav- 
ing no scar or pigmentation, The vesicles were present 
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along the sides and ventral aspects of the fingers, at 
similar sites on the toes and also on palms and soles. 
Other areas which became involved were legs and lower 
and middle third of the thighs, On palms and soles 
vesicles were present as if in sheets whereas on fingers 
isolated groups could be noted. Pigmentation of the 
extremities and the abdomen increased slowly. 


The nails were involved in a characteristic way show- 
ing bluish perpendicular lines in the beginning and 
later on the free margin got slightly lifted and the nail 
at that site was now dull, The nail bed was never in- 
flamed or painful. Later on, the nail split easily at the 
free margin; splitting, however, did not involve the 
entire nail. The diseased nail was gradually replaced 
by a normal one. 

Examination of the skin scrapings after staining by 
the PAS method did not show presence of any fungi. 
Scrapings were cultured but did not yield the growth 
of any fungi, Fungicidal ointment, containing undecy- 
lenic acid, was used but it is not possible to say whether 
it had any influence on the dermatosis which took some 
weeks to subside, 

On October 3, blood examination revealed a pro- 
nounced hyperchromic anaemia, leucopenia and relative 
eosinophilia, ESR was 25 mm./hour, The haematologi- 
cal findings of the next ten months are given in Table 1, 
Liver extract, injected thrice a week for one month, had 
only a temporary effect. On November 2, the blood re- 
port showed no improvement; ESR rose to 35 mm./hour, 
Aldehyde and antimony tests for kala-azar were nega- 
tive. Fractional test meal showed achlorhydria, A 
sternal puncture showed a typical pancytopenia; all the 
myelogenic elements were uniformly reduced, pointing 
to an inhibition of all the haemopoietic mechanisms in 
the marrow, Therefore, the treatment was intensified ; 
vit..B,,, 500 wg, alternating with a crude liver extract 
which was injected every day upto January* 20, 1957. 
During this period the haemoglobin rose from 10:2 g. to 
14:28 g., R.B.C. from 2°55 to 43 million, W.B.C. from 
2,900 to 7,200 c./mm. and eosinophils decreased from 
14 to 2 per cent, Even then liver and vitamin B,, in- 
jections were continued, although less frequently, upto 
the end of July, 1957. In addition he took ferrum 
succinate all the time, 


During the month of October, nausea was felt in the 
morning, sometimes causing bilious vomiting. Because 
of the persisting enlargement and slight tenderness of 
the liver a cholangitis was suspected and a short course 
of mysteclin and felamine was given. Between October 
28 and November 9, fever rose to 102°F, seven times, 
with normal or subnormal temperatures in the morning. 
While tetracyclin was taken, the temperature gradually 
came down to a maximum of 99-8°F, but after 10 g. 
suddenly shot up to 102°F, Now followed a long course 
of resochin (81 tablets in 4 weeks), during the second 
half of which the temperature did not reach 100°F, and 
the liver decreased in size. 


This favourable course was interrupted by isolated 
rises to 101°F, on December 9 and 10, and to 100°F. on 
December 19. On both these occasions moist rales ap- 
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TABLE 1—SHOWING THE FOLLOW-UP OF HAEMATOLOGICAL FINDINGS 


Haemoglobin R.B.C. in W.B.C. 
million 
per c.mm. 


35 


70 
75 
80 
82- 


Poly. Lympho. Mono, 


per c.mm. 


Per cent 


| 
| 


nN wWewoea | 


Malaria! parasites were never found in any examination of the blood films. 


* Reticulolytic count was 98 per cent on 15-10-56 and 9 per cent on both 19-10-56 and 24-10-56, 


peared in “the basal parts of the lungs: At this time as 
well as twice before (Oct. and Nov.) x-ray of the chest 
failed to show any pathological changes. Stool examina- 
tion was negative in every respect. Urine culture re- 
mained sterile and sputum on microscopic examination 
showed no abnormality. On December 21 the patient 
became afebrile and remained so continuously upto April, 
1957. In the middle of April he complained of some 
discomfort in the liver region accompanied by slight 
rises of temperature not exceeding 994°F. As every- 
thing else had been tried unsuccessfully to reduce the 
size of the liver, a course of 10 gr. emetine was given. 
By the end of the emetine course the liver enlargement 
had disappeared completely, a finding confirmed by 
fluoroscopy. The temperature became normal, only to 
reappear after about one week, along with some dry 
cough in the morning. 

At the right lung base a few rales and rhonchi ap- 
peared, followed soon by a quickly increasing pleural 
effusion (Fig. 1, vide Plate). About one week later 10 
ounces of a slightly, turbid exudate was removed 
(28-5-57); sp. gravity 1018; Rivalta positive; the centri- 
fuged deposit contained 90 per cent lymphocytes and a 
good many fresh erythrocytes. Culture for pyogenic 
micro-organisms as well as for acid-fast bacilli remained 


sterile; guinea-pig inoculation negative. As soon as the 
effusion was absorbed, the right lung was full with 
crackling moist rales and rhonchi from the base upto 
the scapular angle. Diminished breath sounds etc. cor- 
responded to the thickened pleura, visualised in the 
weekly repeated x-ray examinations. This was accom- 
panied by severe bouts of cough which usually were 
unproductive but at irregular intervals some mucoid 
sputum was brought up with glassy granules in it. 
After 20 g. streptomycin and the corresponding 
amount of isoniazid the temperature, which during this 
period daily varied between 99° and 101°F., suddenly shot 
up to 104°, accompanied by nausea and severe discom- 
fort in the right hypochondrium (17-6-57). A short anti- 
malarial course was followed by a series of achromycin 
injections, 200 mg. a day for ten days and 7 g. tetracyn 
S.F. within 12 days. The temperature which seemed to 
settle down for a few days shot up again to 102°P. 
(June 30). X-ray showed some bead like opacities in the 
right base and perihilar region (Fig. 2, vide Plate). The 
sputum was again examined for mycotic infection, and 
this time a dense growth of monilia was obtained not 
only from the sputum but also from a sublaryngeal swab 
and from the left nostril, where the patient had felt for 
several weeks some soreness along with burning of the 


é 

= 
ra 
ex 3-10-56 9-86 2-41 2900 58 26 14 23 
a 11-10-56 10-2 2-40 2600 58 24 16 — 
15-10-56 9-75 3°05 2600 56 32 8 
24-10-56 98 3-10 4600 -- 
31-10-56 8-6 2-18 3000 
2-11-56 10-2 2:50 2900 51 38 
14-11-56 10-54 2:88 5400 56 30 
25-11-56 11°56 2-90 6000 54 35 
9-12-56 136 3:42 8200 70 25 
ae 23-12-56 14-45 3-46 8000 62 33 _ 
Aas 6- 1-57 13-6 3-70 7000 77 18 _ 

me 20- 1-57 14:28 4:30 7200 72 25 ~ 

is 10- 2-57 14-45 4-28 8200 70 27 én 

18 3-57 14-45 4-43 6500 75 20 
12- 4-87 14-28 4-48 8000. 76 16 
12- 5-57 12-75 4:27 8000 71 24 

a 26- 5-57 11:29 3-92 8400 75 18 130 
17- 6-57 — 11000 85 11 
ain 29. 6-57 ~ 119 4-00 8000 80 17 122 

ime 30- 6-57 119 4-00 9000 80 15 125 
4 ie 14- 7-57 12-75 3-99 7600 65 33 82 
er 25- 7-57 13°6 42 8700 62 32 54 
7- 9-57 = 14 4°52 6600 75 21 60 


eyes, Further cultural analysis left no doubt that this 
fungus was Candida albicans. Even before this was 
established, treatment with mycostatin was started (July 
1); 2 tablets, 500,000 units each, 3 times a day changed 
the picture over night. The fever became lower every 
day and after four days the temperature touched normal 
and remained so throughout for the last eleven weeks. 
The nasal sore healed quickly with mycostatin cream. 
Cough and expectoration, nausea and discomfort, dimi- 
nished day by day. ESR came down from 125/mm. hour 
to 54 by July 25. Mycostatin was then reduced to 4 tablets 
a day, a dosage maintained for: more than ten weeks. 
The rales in the right lung diminished very slowly. 
Tommograms on August 5, showed residues of pleural 
thickening but no changes in the pulmonary parenchyma ; 
sputum culture for fungi showed no growth. ESR on 
28-9-57 was 27 mm./hour. 


DISUSSION 


It is hardly possible to bring all the patho- 
logical processes observed in this case in the 
course of one year under a single diagnosis. It 
is very probable that the skin affection at the be- 
ginning of illness was of mycotic origin inspite 
of the negative cultural findings, which might be 
explained by the suppressing effect of the fungi- 
cidal ointment, that had been used before the 
scrapings were taken. The origin of the pancy- 
topenic hyperchromic anaemia which responded 
well to huge doses of vitamin B,,, crude liver 
and iron remains obscure. The liver enlarge- 
ment responded so promptly to emetine that its 
amoebic origin can be hardly doubted. The 
attacks of febrile bronchitis which started four 
months after the onset of illness (December 9) 
before a. substantial amount of antibiotics had 
been given, most probably marked the beggin- 
ning of the bronchopulmonary mycotic process ; 
the way of infection might be traced from skin 
to nostril to bronchi and pleura. 


Although numerous reports of pulmonary 
moniliasis have been published all over the 
world, we know of only two such reports from 
India. Kushdeo Singh (1950) described 3 cases 
and Kasliwal and Andleigh (1954) one case. The 
rarity of such cases in this country is probably 
due to the fact that antibiotics, especially those of 
the broad spectrum type, are used here much less 
frequently, in much smaller doses and for much 
shorter periods than in Western countries, In 
this connection the question arises whether in the 
present case the mycotic infection might have 
been favoured or facilitated by the use of tetra- 
cyclin; we do not think that this is probable 
because it was only used in combination with 
heavy doses of vitamins (Tetracyn S.F; crude 
liver extract and multivitamins) ; but the possi- 
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bility cannot be denied that the antibiotics made 
it easier for the fungus to penetrate into the bron- 
chial tree and to affect the pleura. The -bene- 
ficial effect of nystatin on mycotic affections of 
the lung has been reported by a few authors 
(Cardelle, 1955; Stewart, 1956), but was denied 
by others (Childs, 1956). We have no dowbt that 
in this case the surprisingly quick and complete 
turn for the better has been due entirely to 
nystatin. 


SUMMARY 


A case has been reported who in the course of 
a protracted febrile disease, characterised by 
a dermatosis of hands and feet, pancytopenia and 
liver enlargement, developed a bronchopulmonary 
moniliasis with pleural effusion. All the broncho- 
pulmo-pleural manifestations and the fever were 
quickly controlled by nystatin. 
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ADDENDUM 


For the last ten weeks ended 10-12-57 treat- 
ment has been completely discontinued. The 
patient is doing his normal work and has no com- 
plaints, except for a slight unproductive cough 
in the morning. His temperature remained 
normal throughout. On 10-12-57, his E.S.R. was 
10 mm/% hr. and 25 mm/1 hr. 
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PRACTITIONERS’ SERIES 
COMA—CAUSES AND DIAGNOSIS 


P. K. CHATTERJEE, (caL.), M.R.c.P. (LOND.), 
F.C.C.P. 
Associate Professor of Medicine 
Calcutta National Medical Institute 


Unconsciousness may be of various degrees, 
viz., (i) lethargy or drowsiness, simultating normal 
sleep, (ii) stupor—a semiconscious state from 
which the patient can be roused and (iii) coma— 
complete loss of consciousness in which the 
patient does not respond to any sensory stimulus. 

In deep coma, the pupils are dilated, corneal 
reflex and deep reflexes are apt to be lost. 

‘Typhoid state’ or ‘coma vigil’ are terms which 
are used for semiconscious states with severe 
toxaemia and asthenia; the patient lying with 
half-open eyes and muttering delirium, commonly 
seen in bacterial infections, e.g., typhoid fever. 


CAUSES 


The common causes of coma are: 

1. Cerebral vascular lesions 
haemorrhage, thrombosis or embolism. 2. Epi- 
lepsy. 3. Uraemia. 4. Diabetic ketosis. 5. Head 
injury. 6. Cerebral malaria. 7. Poisoning by 
alcohol, opium and other narcotic drugs. 8. Me- 
ningitis. 9, Severe toxaemia associated with gene- 


(apoplexy)— 


ralised bacterial infection. 10. Encephalitis 
lethargica. 11. Hysteria. 12. Hepatic failure 
(cholaemia). 


INVESTIGATIONS AND DIAGNOSIS 


Diagnosis of the cause of coma in a patient 
found unconscious, when no previous history or 
the history of onset is available, may be one of 
the most difficult jobs. Various investigations 
have to be done before any conclusion is reached. 
A systematic approach is, therefore, essential in 
the examination of such a patient to guard against 
any omissions. 


I. HISTORY: 


Age—Causes of coma in different age groups 
are different. While causes like cerebral malaria, 
head injury, cerebrospinal meningitis, drug 
poisoning, and toxaemia of infections are common 
in all ages, there are certain causes which are 
peculiar to particular age-groups. These are— 

Children—Tuberculous meningitis, epilepsy, 

intracranial complications from middle ear 
suppuration, acute nephritis. 
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Youths—Suicidal poisoning (opium or barbi- 


turates), alcoholism, hysteria, syphilitic 
cerebral thrombosis, chronic nephritis with 
uraemia. 


Middle age—Cerebfal haemorrhage or throm- 
bosis, diabetic coma. 

Old people—Cerebral thrombosis, uraemia. 

Sex—In females toxaemias of pregnancy and 
eclampsia are special causes during pregnancy, and 
hysteria is commoner than in men. 

Occupation—Workers handling organic lead 
compounds, specially tetraethyl lead which is 
mixed with petrol for internal combustion en- 
gines, as the cleaners of petrol tanks, may suffer 
from acute cerebral symptoms with wnconscious- 
ness, delirium, etc. Carbon monoxide poisoning 
in persons working with slow burnifg fire in 
closed or ill-ventilated rooms. 

History of onset—Causes can be dividéd into 
several groups according to the mode of omset— 

(a) Sudden onset in apparently healthy ifdivi- 
duals without any previous symptoms or prodro- 
mal symptoms: as in cerebral haemorrhage or 
embolism and epilepsy. 


(b) Gradual loss of consciousness following 
prodromal manifestations like, headache, vomit- 
ing, paraesthesia, nervous irritability, muscular 
twitching or weakness, aphasia, etc,: as in 
uraemia, cerebral thrombosis and diabetic coma. 

(c) Loss of consciousness in the course of, or 
at or shortly after the onset of an acute infec- 
tious fever as in meningitis, malaria, typhoid 
fever, apical pneumonia, encephalitis, etc. 

(d) History of injury or evidence of accidental 
or intentional taking of poisons. 

(e) History of short periods of unconsciousness 
with or without convulsions and apparent freedom 
from symptoms between attacks as in epilepsy, 
vasovagal attacks and other vascular syncopes as 
Adams-Stokes syndrome, etc. 

History of past illness—Enquiries should 
be made for the previous history of hypertension, 
acute or subacute or chronic nephritis, diabetes, 
epilepsy, valvular heart disease, pulmonary suppu- 
ration, otitis media, administration of narcotic 
drugs, syphilis, insulin injections. 

Family history—History of hypertension and 
apoplexy in the family is an important point to 
note as these often affect several members of the 
family. 

Personal history—Habitual addiction to in- 
toxicants should be elicited. An enquiry into the 
mental and emotional constitution is also help- 
ful in pointing towards possibility of hysteria. 
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Il. PHYSICAL EXAMINATION : 


In patients who are picked up unconscious 
from the street or are found unconscious without 
any previous history, one has to depend entirely 
on physical examination and other investigations 
for diagnosis. The circumstances under which 
such patients are found are also greatly important 
in doubtful cases. The physical examination 
should include the following. 


GENERAL EXAMINATION 


General examination is done to determine the 
build, nourishment and general appearance of the 
patient. 

In apparently healthy and well nourished and 
well built individuals, cerebral haemorrhage or 
thrombosis, head injury or poisoning should be 
thought of ; whereas jn emaciated and anaemic 
individuals diabetic coma and uraemia are to be 
considered. Signs of severe illness and toxaemia 
would indicate infections. 

Marked cyanosis is characteristic of opium 
poisoning and cherry-red colour of carbon mon- 
oxide poisoning. Deep jaundice will be present 
in hepatic failure. 

Temperature—Hyperpyrexia with unconscious- 
ness may occur in heat-stroke, cerebral malaria 
and pontine haemorrhage. In some cases of 
typhoid fever and cerebrospinal meningitis also 
hyperpyrexia and unconsciousness may occur. 

Respiration—Extreme slow _ respiration is 
characteristic of opium poisoning. Stertorous 
breathing is common in deep coma due to apo- 
plexy. 

Deep and hurried breathing is characteristic 
of acidosis associated with diabetic coma and 
uraemia. Breathing with a hissing noise is charac- 
teristic of uraemia. Sighing or sobbing respira- 
tion is characteristic of hysteria. Irregular or 
periodic breathing may be seen in meningitis. 
Cheyne-Stokes respiration may occur in many 
conditions with coma and is not pathognomonic 
of any. Biot’s breathing or alternate apnoea and 
hyperpnoea is said to be pathognomonic of 
meningitis. 

Resides noting the character of respiration, any 
peculiar odour in the breath should be noted. 
Obvious odour of alcohol as well as opium may be 
diagnostic. Foul ammoniacal smell or urinous 
smell is characteristic of uraemia and sweet odour 
of acetone may be obtained in diabetic coma. 
A foul mousey or fishy smell near the patient is 
often present in hepatic coma. 

Pulse—Conditions associated with increased 
intracranial pressure may cause a slow pulse. Un- 
usually slow pulse, as in heart block, if found in 
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cases of repeated momentary attacks of loss of con- 
sciousness is diagnostic of Adams-Stokes syndrome. 
Obvious high tension pulse should be noted as an 
evidence of apoplexy. 

The condition of the vessel wall should also be 
noted. Obviously sclerosed ‘brachial and radial 
arteries will indicate the possibility of similar 
sclerosis in cerebral vessels with consequent 
chances of rupture er thrombosis. 

Head, face and neck—Any sign of injury to the 
scalp should be noted. This may be associated with 
intracranial haemorrhage or injury. Old scars in 
the face, lips, tongue due to falls during previous 
epileptic attacks are to be looked for. Any dis- 
charge from the ears may indicate the possibility of 
middle ear infection spreading inside the cranium. 
In head injuries affecting the base of the skull 
discharge of blood-stained fluid may occur through 
the ear or nose. 

Any retraction of the head backwards or rigidity 
of the neck resisting flexion should be looked for as 
signs of meningitis. 

Eyes—Presence of conjugate deviation of the 
eyes indicates itritative lesions of the cerebrum as 
in early stage of vascular lesions, epilepsy and en- 
cephalitis. In case of vascular lesions this may be 
helpful in indicating the side of the lesion. 

Forcible contraction of the orbicularis oculi 
resisting attempts to open the eyes is characteristic 
of hysteria. 

The condition of the pupils and their reaction 
to light should be noted. In all deep coma both 
the pupils may be widely dilated and insensitive to 
light. Unequal pupils may Le met with in menin- 
gitis, head injury with intracranial haemorrhage, 
encephalitis. Pin-point contracted pupils are cha- 
racteristic of opium poisoning and pontine hae- 
morrhage. 

The intraocular tension should be noted also ; as 
in diabetic coma it is much reduced, as shown by 
extreme softness of the eyeball. 

An obvious subconjunctival haemorrhage may 
indicate fracture of the anterior fossa of the skull. 

Face—An asymmetry between the two sides of 
the face indicated by drooping of the angle of the 
mouth on one side and loss of nasolabial furrow 
specially with unilateral puffing out of the cheek 
with respiration should be noted as evidence of 
facial paralysis which is commonly associated with 
a hemiplegia in vascular lesions of the brain. 

Tongue, teeth and gums—A dry and red 
tongue is common in diabetic coma or toxaemias. 
Dry, coated or furred tongue is seen in uraemia. 
Ulcers in the mouth, bleeding gums with lose 
teeth and foul ammoniacal odour are characteristic 
of uraemia. 
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SPECIAL EXAMINATIONS : 


Nervous system—The examination of the nerv- 
ous system is necessarily restricted to examination 
for objective signs which does not require the co- 
operation of the patient. Signs of any focal lesion 
in the central nervous system have to be looked 
for, of which the most important are the signs of 
unilateral paralysis. These will be evident from 
the following : 

(a) Unilateral twitchings or convulsions, or 
absence of movement on one side when the patient 
is restless. In light coma, strong painful stimuli 
may elicit movement more on one side. 

(b) Unilateral facial paralysis. 

(c) Limpness or spasticity more on one side. 

(d) Difference in deep reflexes on either side. 

(e) Unilateral Babinski’s sign. In deep coma, 
this sign may be positive in both the sides. 

Signs of obvious hemiplegia strongly indicate a 
cerebral vascular lesion. 

Cardiovascular system—Evidence of hyperten- 
sion, cardiac enlargement with hypertrophy of left 
ventricle, arterial thickening are presumptive of 
cerebral vascular lesions. 

Pulse, heart and blood pressure should be 
examined according to the routine laid down for 
examination of this system. Endocarditis, acute or 
chronic, may be associated with cerebral embolism 
and should be carefully looked for. 

Respiratory system—Routine examination of 
this system should be carried out. Apical pneu- 
monia in asthenic patients may be associated with 
toxic cerebral symptoms with coma. In cases of 
pulmonary suppuration a septic embolism may 
occur in the brain. In deep coma, pulmonary 
oedema freyuently develops as a terminal complica- 
tion. Hypostatic congestion or pneumonic consoli- 
dation may also complicate comatose states of long 
duration. 

Abdomen—Routine examination for the detec- 
tion of enlarged spleen, liver, abdominal masses, 
peritoneal fluid, etc., should be done. 

A palpable spleen may indicate malaria but 
spleen may not be enlarged in very early cases. 

Examination of the fundus of the eye—This is 
of value in suspected cases of uraemia, nephritic or 
from malignant hypertension. Vascular changes, 
papilloedema, choroidal tubercles, etc., are also 
valuable findings in doubtful cases. 

Special investigations—From the above exami- 
nations and history a provisional diagnosis may be 
suggested and further appropriate investigations are 
then done for confirmation of the diagnosis. One 
or more of the following will be necessary for this 
purpose. As to which examination should be done 
first will be suggested by the provisional diagnosis. 


(a) Total and differential blood count and blood 
slide for malaria parasites. 

(b) Lumbar puncture. 

(c) Catheterisation of the bladder and examina- 
tion of urine. 

(dq) Blood examination to determine, 
urea, N.P.N. concentration in blood. 

(e) Stomach wash and examination of the wash- 
ings for poisons. 
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CASE NOTE 
LAURENCE-MOON-BIEDL SYNDROME 
M. V. JAGANNADHA ROW, D.0o. 


AND 
V. KALYANARAMAN, B:sc., M.B.B.S., D.O. 
Sarojini Devi Hospital, Hyderabad, Andhra Pradesh 


It is not infrequent to come across patients presenting 
themselves in the out-patient ophthalmic clinics with a 
history of night blindness and mental retardation. On 
detailed examination, some of these cases may turn out 
to be suffering from Laurence-Moon-Bied! syndrome. 
A typical case of Laurence-Moon-Biedl syndrome has the 
pentad of the syndrome, viz., obesity, hypogenitalism, 
polydactyly, mental retardation and retinal changes of 
the type of retinitis pigmentosa. 

In addition to these classical features, nystagmus, 
squint, optic atrophy, syndactyly, oxycephaly, micro- 
cephaly, genu valgum and other skeletal lesions may be 
present. The rate of consanguinity is high in the affected 
families. The syndrome is of the recessive Mandelian type. 


CAsE REPORTS 
FAMILY I: 


In. one family two male children were affected 
out of five. 

Case 1I—A male child 12 years old, height 4’ 
9”, weight 106 lb., moderately obese in appear- 
ance, had polydactyly, six digits to each ef his 
hands (Fig. 1) and feet, the supernumerary digits 
being the little toe and little finger. He had 
gynaecomastia, hypogenitalism, was mentally dull, 
peevish and inclined to cry without provocation. 
No other congenital defects were seen. All the 
routine investigations were normal. The vision in 
the right eye was C.F. 1 foot; in the left eye, 
C.F. 2 feet. Fundus oculi showed in both eyes, 
pigmentary degeneration with consecutive optic 
atrophy. All routine investions were normal. 

Case 2—The patient, younger brother of Case 
1, aged 3 years, height # 5”, weight 62 Ib., 
not obese, was more intelligent than the elder 
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There is now evidence that Chloroquine 
therapy can produce significant relief in 
the control of rheumatoid disease. 


Workers have confirmed that favourable 
results can be obtained with the drug 

in the treatment of this disease and 
three papers on the subject were read 


* AVLOCLOR? recently at the Ninth International 


CHLCROQUINE PHOSPHATE B.P. Congress on Rheumatic Diseases held 
in Toronto. It was used in 185 patients 


in the by three independent investigators in 
Treatment of Canada, the U.S.A. and Rumania 


Rhe toid Diseases and comparable results were obtained - 
in each case. 


“I have not encountered as good Dosage : One tablet of ‘Avioclor’ (0.25 Gm.) 
results from any form of therapy and daily, at bed time. Some patients may 
with as little risk to the health of the require a lower dose. Prolonged courses are 


patient as I have with Chloroquine”. necessary, especially in the severe arthritic, 
and a response may not be seen until the 


Comment made at the drug has been given for at least 1-3 months. 
Ninth International Congress Maximum benefit may not be achieved 
on Rheumatic Diseases, for 6-12 months. 


Toronto, June, 1957 
Presentation : ‘Avioclor’ Chloroquine 
Phosphate B.P. is issued in tablets of 
0.25 Gm. (equivalent to 0.15 Gm. base). 


Containers of 10, 500 and 50 x4 tablet strips. 


Also available : Ampoules—S c.c. 
containing 0.2 Gm. Chloroquine base 
(40 Mg. of base per c.c.) 


Literature, packings and prices on request 
IMPERIAL CHEMICAL INDUSTRIES (INDIA) PRIVATE LIMITED 
Calcutta Bombay Madras New Delhi 
Sole Distributors in India for 


IMPERIAL CHEMICAL INDUSTRIES LIMITED, PHARMACEUTICALS DIVISION 
WILMSLOW, CHESHIRE, ENGLAND 
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Fic. 1 (Famity 1, Case 1) 


brother and had hypogenitalism and polydactyly 
(Fig. 2). There were 6 fingers in each hand and 


Fic. 2 (FAMILY 1, CASE 2) 


6 toes in the right foot. The left foot had 5 toes 
only. The vision in the right eye was 3 feet and 
in left eye was 2 feet. The fundus oculi showed 
pigmentary degeneration of the retina and macula, 
with consecutive optic atrophy. All the routine 
investigations were normal. 


FAMILY II: 

The second family consisted of 3 children of 
whom 2 were affected—a male and a female child. 

Case 3—Female child, 11 years old, obese in 
appearance, with weight 102 Ib. and height 4 1’ 
was mentally dull and was not sent to school. 
She could not speak till her eighth year and could 
not walk till her third year. She -had night blind- 
ness. She had six digits in each hand (Fig. 3) 
and foot. Her hearing was normal. She had no 
other congenital defect. Her vision in each eye 
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Fic. 3 (FAMILY 2, Case 3) 


was 6/18. Her fundus showed minimal pigmen- 
tary changes in the periphery of the retina, with 
consecutive optic atrophy. 

Case 4—Male child, aged 7 years with height 
3’ 8" and weight 46 Ib. was mentally dull and 
not yet attending school. He started walking from 
the age of three and speaking from the fifth year. 
He was not obese. He had polydactyly with 6 
digits in each hand (Fig. 4) and foot. The vision 


Fic. 4 (FAMILY 2, Case 4) 


in the right eye was 10 feet and in left eye 5 feet. 
The fundus showed mild pigmentary changes in 
the retina, with consecutive optic atrophy. 


DISCUSSION 


The four cases reported occurred in two families (two 
in each family). In the case of the second family, the 
parents were already related being first cousins, proving 
consanguinity which is a common feature in the families 
where this syndrome is met with. Two of these cases 
were obese, whereas the other two were not so. One case 
had 23 digits, whereas the others had 24 digits. The 
disease did not manifest itself in the members of the 
families for three previous generations as stated by the 
parents. ‘This probably proves that the incidence should 
have been of recessive type in these series. 
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PAY, STATUS AND REMUNERATION OF 
MEDICAL MEN 


Expediency can never be a substitute for 
principles. While there is a lot of talk about 
principles, little is practised. A servant is certainly 
worthy of his hire. 

Emoluments in services should be governed by 
a principle and a uniform application of it should 
be made in all departments of services under the 
government. This principle should be based 
mainly on an accurate assessment of the qualifica- 
tion of the employee, educational and otherwise, 
and his capacity to shoulder responsibilities. Any 
deviation from this is likely to give rise to dis- 
satisfaction amongst the staff concerned. 

The IAS, IFS and the IPS men are given by 
our government, salaries commensurate with the 
nature of work they have to do. But it is a pity 
that medical men in service under the govern- 
ment are accorded a different treatment. Their 
salaries are usually meagre and in some cases 
ridiculously low vis-a-vis other comparable services 
and moreover their status is not properly recog- 
nised. 

Leaving aside the local bodies where doctors 
are being offered Rs. 100-160/- per month as 
starting salary, even the Central Government 
offer them as low a salary as Rs. 160/- in some 
institutions under their control, the maximum 
rising to Rs. 260/- only. The pay granted to 
Assistant Surgeons Grade 1, who are medical 
graduates, ranges between Rs. 260-500/- per 
month at the most. Medical men in many cases, 
do not enjoy the status and privileges of gazetted 
rank. 

What is the reason behind this differential 
treatment and lack of consideration? A qualified 
doctor comes to his work with years of concen- 
trated study and disciplined schooling behind him. 
He has to undergo training both theoretical and 
practical, for about six years in a medical institu- 
tion. Again to acquire post-graduate qualification 
he has to have more intensive training and study 
for a further period. 

In IAS and other similar services, graduates 
having a good record of university education are 
recruited. In the medical line also, only first class 
science students are admitted in the colleges for 


study and training: And when a student comes 
out as a fully qualified medical graduate, after an 
arduous course of study, can he not be reckoned 
as equally useful as the IAS and IPS men in the 
services? But what we find in the present govern- 
ment is that the talent of medical men is not at 
all taken into account, nor is the value of their 
services in rendering medical care to the people 
properly estimated. 

Doctors have to do a very responsible kind of 
work. To be in charge of the well-being of a 
patient suffering from a serious disease, devoting 
his whole attention and skill to save his life, is a 
responsibility, the like of which no member of 
any other service has to shoulder. 

Again he has to work long hours every day. 
His work is often strenuous and in a busy depart- 
ment it may keep him occupied beyond his usual 
hours, and whenever an emergency occurs in the 
night even, he gets out of bed and attends to it. 
This happens very often. 

The Indian Medical Association recently has 
submitted a memorandum to the Pay Commission 
wherein certain recommendations have been made 
for acceptance of the Commission. During the re- 
cent meetings of the Association held at Banga- 
lore, it has also been decided that these recommen- 
dations meant for the Central Government, should 
also hold good for all categories of medical ser- 
vices under the State Governments. The recom- 
mendations mainly relate to the following : 

1. All medical men in government service 
should enjoy a gazetted rank. This means that 
they should be given an honourable position in 
the service. 

2. The basic grade of medical officers should 
be Rs. 350-950/- per month and the remuneration 
for senior officers Rs. 800-1,800/-. There should 
be selection grades of Rs. 1,800-2,250/- and 
special posts of Rs. 2,000-3,000/- per month, for 
administrative and other departmental heads. 

3. As the medical licentiates’ course has been 
stopped in almost all the States, it is desirable that 
in service the licentiates should also be appointed 
on the grade Rs. 350-950/-. In case of professors 
and senior specialists of medical colleges under the 
government, the Indian Medical Association is of 
considered opinion that if the government intends 
to appoint any of them on a whole-time basis, such 
personnel should be appointed on the grades, 
Rs. 1,800-2,250/- an’ Rs. 2,000-3,000/-, the start- 
ing salary depending on the entrant’s age, quali- 
fications and teaching experience in the subject. 
If such medical men are on call for 24 hours of 
the day and night, they should be entitled to 
extra remuneration—either a consolidated amount 
(say, 25 per cent of the pay) or on the basis of 
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fee-for-service rendered, as may be mutually 
agreed between the government and the Associa- 
tion. In this connection, the Association wishes 
to stress that, in the best interests of the country 
and medical science, there should not be any 
difference in status and remuneration between the 
administrative heads on the one hand and the pro- 
fessors, senior specialists and senior research 
workers on the other, to avoid well-trained and 
experienced scientific personnel giving up scienti- 
fic work and hankering after administrative posts. 

For the same reasons stated above, the readers 
and assistant professors of medical colleges under 
the government should be appointed on the grade 
Rs. 800-1,800/- with similar privileges as the pro- 
fessors, if any of these appointments are made on 
a whole-time basis. 

Apart from the question of payment of ad- 
equate remuneration to the professorial and other 
teaching staff, the association felt that the 
strength of medical and ancillary personnel should 
be considerably increased in medical colleges and 
their attached hospitals to cope with the ever- 
increasing work and overcrowding in the out- 
patient and in-patient departments of such 
hospitals. 

The Association feels that if the government 
are not in a position to offer the scales of salaries 
and allowances suggested by the Association, it 
would perhaps be wiser for the government to try 
to solve the above difficulties by employing special- 
ists and practitioners on a part-time basis on the 
following minimum remunerations. For one 
session a week Rs. 125/- per month, for two 
sessions each week Rs. 200/- p.m., for three 
sessions Rs. 250/- p.m., for four Rs. 300/- p.m., 
for five Rs. 350/- p.m. and for six sessions a week 
Rs. 400/- per month. Part-time specialists should 
not be asked to work for more than three hours 
in a session. If the part-time specialists are re- 
quired to work extra for any professional work, 
they should also be entitled to extra remuneration 
(say, Rs. 20/- per visit during day or Rs. 40/- 
at night). Part-time specialists and practitioners 
should also be given the proper status, leave and 
other facilities vis-a-vis their whole-time colleagues 
in government service. All senior specialists 
attached to the hospitals of medical colleges having 
about 15 years’ teaching experience in the sub- 
jects concerned should be designated as professors 
and junior specialists, associate professors, readers, 
assistant professors and lecturers in accordance 
with their qualifications and teaching experience. 
There should not be any discrimination between 
the whole-time and the part-time or honorary 
specialists of the hospitals, as regards status, 
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designation and facilities. Whenever general 
practitioners shall be appointed on a part-time 
basis their remuneration may be fixed at 50 per 
cent of the remuneration fixed for specialists. 

The I.M.A. feels that those doctors in govern- 
ment service who are appointed on a whole-time 
basis for medical relief work should not have the 
privilege of private practice as in case of public 
health officers. But, if medical officers are em- 
ployed on wholetime basis, and their private 
practice is stopped, their grades of salaries should 
be adequate as indicated before. The State 
Governments should consult the State Branches 
of the Indian Medical Association to decide which 
posts should be made whole-time and non- 
practising and which posts should have the privi- 
lege of practice in the interests of the people. This 
question will also depend on the financial condi- 
tion of the States concerned. But the financial 
difficulties must not be put forward for lowering 
the pay scales of whole-time medical men. Special 
allowances should also be given to doctors with 
special qualifications or training or experience, 
and to doctors working in rural areas and areas 
without any amenities. All other allowances, e.g., 
city allowance, compensatory allowance, house 
rent allowance, dearness allowance, etc., and 
other facilities like medical aid, provident fund, 
pension, gratuity, etc., should be admissible as in 
case of class I officers. 

Whenever medical men are expected to carry 
on professional work beyond duty hours (beyond 
36 hours a week in case of whole-time officers), 
they should be entitled to additional pay or 
allowance—either a consolidated amount or on the 
basis of fee-for-service rendered. 

In view of the medical man usually joining 
service at a later age (26-29 years in place of 21-24 
years in case of IAS etc.) than an officer in the 
IAS, a higher initial starting salary (at least 4 in- 
crements) in the basic grade should be given ; 
such a practice is followed in the Armed Forces 
Medical Service. On the same ground, the age of 
retirement in case of medical men should be 60 
years. 

The recommendations of the I.M.A. have been 
prepared by an actual study of the position of 
medical men in government service and the accept- 
ance of these recommendations’, it is believed, will 
remove the long-felt grievances of medical men 
working under government. Doctors being respon- 
sible persons do not resort to trade union methods 
(strikes, etc.). But this fact should not be utilised 
for continuance of exploitation of qualified medi- 
cal men. 


‘J. Indian M. A., 29: 486, 1957. 
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CURRENT MEDICAL LITERATURE 


Marfan’s Syndrome 

PAPPAS AND OTHERS (Am. J. Med., 23: 426, 1957) from 
the Hahnemann Medical College and Hospital of Phila- 
delphia and Bailey Thoracic Clinic, Philadelphia, write 
-that Marfan’s syndrome is characterized clinically by an 
abnormal lengthening and thinning of the fingers and 
toes, as well as of the long bones, a prominent long 
palate, relaxation of the ligaments, loss of subcutaneous 
fat, poorly developed hypotonic musculature, asthenic 
body . build, a dolichocephalic head with old-appearing 
features, kyphosis, funnel shaped chest, and subluxation 
of the lens of the eye. Cardiac anomalies (septal defect, 
valvular lesions or aneurysm of the aorta) and pulmonary 
anomalies (abnormal lobation and congenital cystic 
disease) are not infrequent. 

Three cases of arachnodactyly complicated by aneu- 
rysm of the aorta are presented. In two of these cases 
the autopsy findings are described. Autopsy showed a 
tear in the wall of the aorta, without dissection in one 
of the patients. Generalized aneurysmal dilatation of the 
aorta was present in all three cases, with aortic in- 
sufficiency. 

Aneurysm of the aorta is a frequent occurrence in 
patients with arachnodactyly who reach adulthood. Dis- 
section of. the aorta may be responsible for early death 
in these patients. Generalized dilatation of the aorta 
may lead to aortic insufficiency and death. 


Fate of Bile-Pigment in Cholera 


Basu MALLICK AND OTHERS (Brit. M. J., 2: 801, 1957) 
from the Department of Pathology, Nilratan Sarcar 
Medical College, Calcutta, observe : 

Tests of the stools of cholera patients in the stage of 
purging showed that in most of them there was no 
detectable amount of urobilinogen. 

The serum alkaline phosphatase level and the thymol 
turbidity of these patients remain within the normal 
range. 

Evidence is given which suggests that there is no 
obstruction to the flow of bile into the gut in cholera, 
and some possible explanations for the absence of faecal 
urobilinogen in these patients are discussed. 

Although there is a slight rise in serum bilirubin in 
these patients there is no evidence of any haemolysis, 
nor is there any evidence of the depression of hepatic 
function. 

The haemoconcentration that occurs in cholera entails 
a greater osmotic work for the liver cells to pick up 
bilirubin from the blood for secretion into the bile capil- 
lary. This may be the cause of diminished secretion of 
bile and the slight rise of serum bilirubin concentration 
that have been observed in cholera patients. 


Hyperuricaemia and Treatment of Acute Leukaemia 


GOLD AND Fritz (Ann. Int. Med., 47: 428, 1957) from 
the General Med. Branch, Acute Leukaemia Section, 
National Cancer Institute, Bethesda, Maryland, in pre- 
senting three episodes of hyperuricaemia and uraemia 


secondary to antimetabolite and steroid therapy of acute 
lymphocytic leukaemia observe that in every case of 
acute leukaemia the possibility of an acute uraemic epi- 
sode concomitant with antileukaemic therapy should be 
considered. The risk is apparently greatest in patients 
with acute lymphocytic leukaemia with a high white 
blood count. 

The following plan is suggested to ameliorate or pre- 
vent such an occurrence : 

Urinalysis, blood urea nitrogen and uric acid deter- 
minations prior to therapy should be obtained. If these 
are abnormal, further evaluation of renal status should be 
undertaken 

Fluids should be forced during treatment if marked 
uricosuria is present, and alkali administered by mouth 
to prevent precipitation of uric acid crystals. 

The levels of serum uric acid should also be closely 
observed during treatment. 


Trial of Tranquillizing Drugs 


RAYMONDS AND OTHERS (Brit. M. J., 2: 63, 1957) from 
the Department of Psychiatry, St. George’s Hospital, 
London, in reporting on their experiences on the trial 
of five tranquillizing drugs (amylobarbitone, benactyzine, 
chlorpromazine, meprobamate and sedaltine) in psyeho- 
neurosis observe : 

A placebo was also included. The patients were 
psychoneurotic out-patients selected as having a tension 
component in the symptomatology. Each patient received 
each drug for two weeks, being asked to record daily 
his assessment of the drug on a five-point scale. 

Of 79 patients included in the trial, the records of 
four wére faulty, and 24 defaulted. Reasons are given 
for supposing that the loss was probably random. 

Only the chief pharmacist knew which drug was 
being given, and a randomized design was used. The 
scores based on the patients’ assessments did not vary 
according to the particular period during the 12 weeks 
when the drug was administered. The scores were in- 
dependent of the drug previously given. In terms of the 
patients’ judgments the average score for the placebo 
was close to a nil response, neither good nor bad. The 
average score for amylobarbitone was highly significantly 
superior to that for the placebo. There was no significant 
difference between the other four drugs and the placebo. 
—Author’s summary. 


Treatment of Myasthenia Gravis 


ScHWAB AND OTHERS (J.4.M.A., 165: 671, 1957) from 
the Myasthenia Gravis Clinics, Massachusetts General 
Hospital, Mount Senai Hospital and Indiana University 
Medical Centre, observe : 

Prolonged-action or slow-release tablets of neostigmine 
bromide, containing three regular doses of 15 mg. each, 
and a half-strength form, containing three doses of 
75 mg. each, have been tried in the treatment of 85 
patients with myasthenia gravis. Prolonged-action or 
slow-release tablets of Mestinon bromide, containing three 
regular doses of 60 mg. each, and a half-strength form, 
containing three doses of 30 mg. each, were tried in 
treating 109 patients with myasthenia gravis. In the 


ives 
J 
4 
. 


February 1, 19! J. 1. M. A. Advertiser xxv 


Butazolidin............... 


3.5-Diexe-1,2- diphenyl-4-n-butyl- pyrazolidine 


Over the long term more patients 


maintain their improvement on 
Butazolidin-potent, non-hormonal 
antirheumatic agent 
A product of Geigy original research 
Manufactured in India by: 
Suhrid Geigy Private Ltd. 
= Wadi Wadi, Baroda 
Suppliers: 
Geigy Suhrid Geigy Trading Private Ltd. 
- Express Building, E. Road, 
Churchgate, Bombay-!. 
RECENT ADVANCE FOR THE TREATMENT OF f 
CARDIOVASCULAR DISEASES. 
( FIRST TIME MANUFACTURED IN INDIA ) 
EFFECTIVE IN : SPECIAL ADVANTAGES OF THEOPHYLLIN—N 
OVER AMINOPHYLLIN : 
@ All cerebrovascular diseases. (a) It is painless, ¢ 
(b) It is quickly absorbed and it has 4 
Coronary Arterial diseases. ) prolonged action. 
© Asthma ( All types ). Maintains uniform concentration : 
@ Renal diseases, even where mercurial (ec) It does not cause any fall of 
diuretic is contra indicated. Blood pressure. 
GLUCONATE LIMITED, 
70/A, PRINSEP STREET, CALCUTTA-13. 


Registered Trade Mark 
+ 


xxvi J. 1. M. A. Advertiser Vol. 30, No. 3 


B-COMPLEX 


each cc. contains» 


Vitamin 8B; (Thiamine Hydrochloride) 

Vitamin ridoxin Hy 

10 C.C. RUBBER CAPPED BOTTLES- 
Panthenol (d-pantotheny! alcohol) 

Choline Dihydrogen Citrate 

Benzyl alcohol as preservative 


B.IL.ELIXIR 
B-COMPLEX 


Vitamin (Thiamine mononitrate) 
Vitamin Bz (Riboflavin) 
6 OZ. & 16 OF. me 
Panthenol alcohol) 
Choline Dihydrogen Citrate 
Vitamin (cyanocobalamin) 
Alcohol by me in a syrup base 


BENGAL IMMUNITY CO., LTD. 
153, Dheramtalla Street, Calcutta-13 


SERPINA NARDYL 


The World’s Pioneer Allays Tension, 


Rauwolfia Hypotensive 


and Cerebral Sedative. Auricular fibrillation. 


DIABETOX CYSTONE 


Dependable Oral Therapy Oral Therapy of Urinary 
and Salivary Calculi, 
for Diabetes Mellitus Crystalluria and Oedemas. 


THE HIMALAYA DRUG CO., 251, D. Naoroji Road, BOMBAY | (india) 


ian 
- 
| 
‘ 
> 
- 
each fluid ounce contains> 
om 
( 
see 
33333 
3333 
33333 
33333 
$3833 33333 
$3533 
x 
3355 33333 
sere 
+> 
bo +4 eeeee 
3336: 
ree, 
HTH 3374 
ates 


case of the neostigmine bromide tablets, 54 of the 85 
patients have found them superior to their regular 
medication and are still taking them. In the case of 
Mestinon bromide tablets 82 of the 109 patients still 
continue to take these tablets. The greatest value of 
this type of medication is in eliminating the need of 
doses during the sleeping hours. 


Benzathine Penicillin G in Prevention of 
Streptococci Infection 

Morris AND RAMMELKAMP (/.4.M.A., 165: 662, 1957) 
from the Streptococcal Disease Laboratory, Francis E. 
Warren Air Force Base, Wyoming, write that benzathine 
penicillin G was administered as a single intramuscular 
injection in doses of 1,200,000, 600,000 and 300,000 units to 
246, 255, and 240 men, respectively, during an epidemic 
of streptococcic pharyngitis in a military population. 
The duration of protection provided by each dose as 
determined by the development of exudative pharyngitis 
due to group A streptococci was six to seven weeks, four 
to five weeks, and one to two weeks respectively. All 
three dosage regimens were equally effective in eradi- 
cating streptococci from carriers. The data indicate that 
benzathine penicillin G is a valuable agent in the control 
of streptococci disease. 


Reacti from Muhighe tnjectl of B hi 
Penicillin G 

SHERWOOD AND OTHERS (J.4.M.A., 165: 667, 1957) 
write that a comparison was made between two dosage 
plans for the intramuscular administration of benzathine 
penicillin G as prophylaxis against rheumatic fever, 
nephritis, and streptococcic infections in the armed 
forces. One group of 1,567 men received 600,000 units 
every four weeks; the other group, of 1,708 men, 
received 900,000 units every six weeks. No re- 
actions of the anaphylactoid type occurred, but during 
the six months of the study 16 men were hospitalized 
for urticaria, angioneurotic oedema, or joint symptoms; 
11 were hospitalized after the first injection, 4 after the 
second, and | afier the third. Most (11) of these severer 
reactions occurred after the injection of 900,000 units, 
but the probability of reaction to subsequent doses de- 
creased in both groups, and prolonging the interval 
between injections did not affect the probability of a 
reaction. Because few streptococcic infections were seen, 
this study did not test the effectiveness of the prophy- 
laxis, but it did demonstrate the safety and feasibility of 
administering benzathine penicillin G in this way. 


Carbarsone Toxicity 


RADKE AND BaRoopy (Ann. Int. Med. 47: 418, 1957) 
of the Department of Medicine, Fitzsimons Army Hos- 
pital, Denver, Colorado, from a review of the literature 
and report of 45 cases observe : 

Toxicity to carbarsone does occur. The reactions are 
usually heralded by gastrointestinal symptoms of epi- 
gastric burning, right upper quadrant pain and tender- 
ness, diarrhoea, nausea and vomiting, which may progress 
to exfoliative dermatitis, central nervous system involve- 
‘ment or hepatic dysfunction. 
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The mechanisms of toxicity appear to be hypersensi- 
tivity, direct effect of carbarsone on tissues usually due 
to overdosage, and/or toxicity of carbarsone preparation 
containing arsanilic acid. 

Carbarsone is an effective adjuvant agent in anti- 
amoebic therapy and is a relatively safe form of arsenic, 
but due regard for proper manufacture and storage safe- 
guards must be maintained. 

Carbarsone should not be prescribed in excess of the 
dosage plan here outlined, namely, 0-25 g. three times 
daily for 10 days for average size males, and twice daily 
for females and smaller males. The course should not 
be repeated in less than 10 days after the last dose. 

British anti-lewisite (BAL), 10 per cent in oil, is 
efiective in therapy of these reactions, but must be 
employed at the earliest sign of toxicity and in full dose 
plan as recommended by the manufacturers. 


Rauwolfia-Haematemesis and Melena 


HouuisteR (A.M.A, Arch. Int. Med., 99: 219, 1957) 
from the Medical Service, Veterans Administration 
Hospital in reporting om four cases of haematemesis and 
melena which occurred during treatment with alkaloids 
of Rauwolfia serpentina observes : 

The lack of antecedent gastrointestinal haemorrhages 
and the close time relationship of these symptoms to the 
use of these drugs makes a causal relationship likely. 
Although reserpine may cause exacerbation of duodenal 
ulcer, frank ulceration was found by roentgenologic 
examination in only one of these patients. The hyper- 
motility, hypersecretion, and vascular dilatation of the 
gastric mucosa produced by these drugs are thought to 
cause small gastric erosions which may bleed profusely. 
No evidence was found that these drugs cause a disorder 
of blood clotting. Gastrointestinal ulceration or haemor- 
rhagic diathesis are contraindications to the use of these 
preparations unless the clinical indication is sufficiently 
great and close observation is possible. 


Surgical Complications of Collagen Diseases 


CARLSON AND Hupson (A. M. A. Arch. Surg., 74: 
381, 1957, Ref. Canad. M. A. J., 76: 1085, 1957) write 
that Duff listed rheumatoid arthritis, rheumatic fever, 
systemic lupus erythematosus, periarteritis modosa, der- 
matomyositis and scleroderma as collagen diseases. 
Four cases of lupus erythematosus are described in which 
gastrointestinal bleeding, abdominal pain, mesenteric 
thrombosis, pancreatitis and rupture of the colon occur- 
red. Two of these had periarteritis nodosa. One of them 
appeared to have been arrested after a steadily pro- 
gressive deterioration by splenectomy. Cases of lupus 
erythematosus with hypersplenism and purpura were 
also improved by splenectomy. Rheumatic fever cases 
were not helped by splenectomy, but in rheumatoid 
arthritis some encouraging results have been obtained. 
It is suggested that some cases resembling acute appen- 
dicitis but with a normal appendix may be cases of 
periarteritis nodosa or ‘necrotizing arteritis’’. 

It may be that. splenectomy is effective in collagen 
diseases as a form of shock therapy or perhaps by a 
hormonal effect. Its use is experimental thus far. 
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CURRENT TOPIC 


THE HOSPITAL OF THE FUTURE* 


A. lL. BRAVO 


Chief, Section of Social and Occupational Health, 
World Health Organization 


It has been said that a hospital should not be built 
to last for a longer period than 20 years, as by then the 
building and design will have become obsolete because 
of the new requirements created by the rapid advance 
of medical science. This concept has been shown to be 
especially true in recent years. It has been seen how 
sulfonamides and antibiotics have overthrown all the 
former complex ways of treating venereal diseases and 
the world is now witnessing the passing of the tuber- 
culosis sanatorium era. 

As some hospital facilities become outdated, however, 
new requirements come to the fore and there are ever- 
increasing needs to be met. Many hospitals throughout 
the world have been faced during the last few years 
with the need to install, say, an electronic microscope, 
and the advance of radiotherapy and radio-active tracers 
has compelled others to build up entirely new premises 
so protected as to avoid risks for the personnel. 

But it is not only the progress in diagnostic and 
therapeutic procedures that is causing the hospital to 
change. Social needs and the more modern social ap- 
proach to health and disease have also an impact on its 
evolution. The hospital, as the part of the medical and 
social organisation of a country responsible for the health 
care of the population, is called on to adjust its machi- 
nery to the new developments in the social field. To- 
day, out-patient departments have become an indispen- 
sable part of the general hospital and physical medicine 
can no longer be ignored. The concept that the general 
hospital should be devoted to the care of acute diseases 
only is being revised and many hospital administrators 
have come to the conclusion that the chronically ill and 
the aged must also be catered for, 

In other words, the hospital’s role is mow seer as 
enlarged to take in preventive medicine activities, and 
this concept has received the endorsement of the Tenth 
World Health Assembly, in its technical discussions held 
in May, 1957. Earlier, in 1956, an expert committee 
brought together by WHO for the purpose of consider- 
ing the hospital’s place in programmes of community 
health protection adopted the same view. 

To foresee what the hospital~of the future will be, 
it is necessary first to analyse the trends in hospital care, 
the progress in administration and architecture, and 
the impact of social needs and economic development 
on the hospital set-up. ' 


THe TREND IN HosprTa, Care 


The hospital has long ceased to be a charitable insti- 
tution for the care of the indigent. Gone are the days 


* Based on an address to the 10th International Hospi- 
tal Congress, Lisbon, 3-7 June 1957. 


when the well-to-do private physician was wont to spend 
part of his time caring for the destitute with no other 
reward than the practice and experience gained. Nor 
is nursing any longer the exclusive field of the religious 
orders. Nowadays, the hospital is a centre of technical 
knowledge and skills, responsible for the health care of 
a given population. It has to be equipped to make a 
diagnosis immediately, prescribe the right treatment, and 
institute rehabilitation measures, where required, with 
the least possible delay. Modern practice demands, too, 
that the patient be kept ambulatory, whenever possible, 
so as to save costly hospitalisation, 

This has been the trend until recently and the hospi- 
tal has organized its facilities to meet these requirements. 
A large out-patient department is usually its front line. 
All the specialities and diagnostic and therapeutic faci- 
lities should be readily available in this department, so 
that as many ambulatory patients as possible may be 
treated and at the same time receive the benefits of 
the advances made in medical science. The department 
has to be equipped, too, for the thorough study of more 
complex cases that will need to be admitted to the wards 
for further examination or treatment. In short, a full 
comprehensive health care programme of the highest pos- 
sible quality should be the aim of the out-patient depart- 
ment. It should be equipped and staffed to provide 
specialised health care beyond the capacity of the general 
practitioner or health centre in the area. In some cases, 
it may even reach out to the family in the home, through 
domiciliary health care services. 

In its turn, in-patient care of a high scientific standard 
should also be readily available. Naturally, the extent to 
which the facilities for the achievement of this goal will 
be developed will depend on the size of the hospital and 
of the population to be served. The hospital’s treatment 
should not stop at the acute phase of a disease; medical 
and social rehabilitation measures should also be imsti- 
tuted as early as possible. 

Yet however perfect may be the care of the sick, 
this is not the full amswer to the health care problems 
of the population. The full paraphernalia of preven- 
tive measures coming under public health is the essen- 
tial complement. And the great majority of hospitals 
today are tending niore and more to integrate preven- 
tive work among their activities. Maternity hospitals 
have realized that certain immunizations can and should 
be given to the newborn child in the first few days of 
his life. With the discovery of the miniature x-ray, the 
possibility of tuberculosis and the lung cancer case-find- 
ing among all hospital admissions has become a reality. 
More and more, too, the opportunities for health educa- 
tion of patients and their families are being recognised 
and used by hospital nurses and medico-social workers. 

But in some places the trend towards integrating pre- 
ventive medicine in the hospital has gone even further. 
Probably the children’s hospitals have led the way, by 
realising that the only way to prevent much of infant 
illness is to keep an eye on the child through well-baby 
clinics, either attached to or working in close relation- 
ship with the hospital. Then, too, hospitals located in 
or near industrial areas have found that much of their 
day-to-day work is connected with industrial injuries or 
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diseases. In many, therefore, preventive activities have 
been introduced, in co-operation with the industrial medi- 


cal services. The hospital facilities, for imstance, may . 


be used for the pre-employment and periodic examina- 
tion of workers and, on the laboratory side, for toxico- 
logical investigations. Sometimes, a physical medicine 
department is also organized, with the aim of preventing 
invalidism. 


ARCHITECTURE AND ADMINISTRATION 


Parallel to the growing complexity of medical care, 
hospital architecture and administration haye developed 
to the point of becoming specialities in their own right. 

The hospital architect nowadays has to know not only 
the skills of his own profession but also the fundamen- 
tals of nursing and medical care. The hospital of the 
future brings to mind a modern mono-block building, 
ventilated and illuminated according to the various tech- 
nical needs, and complete with air-conditioning (at least 
for some services), central supply of oxygen and com- 
pressed air, lifts and other easy transportation facilities, 
and kitchen, laundry and sanitary installations for a few 
thousand people. 

The administration of a hospital of this kind includes 
the full range of problems involved in the administra- 
tion of a small community, with those related to the 
medical services for the sick added. Such matters as 
budget and running expenses, record-keeping and statis- 
tics, supplies of all kinds, personnel management and 
human relations, and a variety of social problems, are 
all daily concerns of the hospital administrator. Hence, 
specialized training for the job is essential; often, today, 
this training is of graduate standard. 


ECONOMIC BURDEN ON SOCIETY 


Obviously this highly specialised and elaborate machi- 
nery has become extremely costly and entails the em- 
ployment of a number of professional people who are 
entitled to reasonable -salaries in accordance with their 
skills. The unfortunate result of all this expansion is 
that hospital care has gone beyond the means of the 
ordinary family. And even social insurance institutions 
are today finding difficulties in meeting the hospital bill, 
while many governments are seriously concerned at its 
inflated total. Those responsible for planning the hospi- 
tal of the future will have to try to find a reasonable 


compromise. 


Tue HosprTa, tHe Socrar Set-up 


The place of the hospital in a society has to be focuss- 
ed from two angles: it should, on the one hand, be an 
expression of the needs and wishes of the community 
and, on the other, an instrument to serve the society it- 
self. Accordingly, a hospital should be planned with the 
active participation of the comunity, bearing in mind the 
incidence of disease and injuries, the birth and mortality 
rates, the standard of living, the habits and religions be- 
liefs, and the housing conditions and transport facilities, 
of the area to be served. 
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The hospital need not necessarily be a _ beautiful 
modern building. A modest but comfortable emergency 
construction may equally well serve the purpose. But 
what is important is that the hospital should be adapted 
to the local conditions and should provide the best of 
comprehensive health care for the population. 

A regional system is most likely to provide this adap- 
tation of hospital facilities to local geography and popu- 
lation distribution. Special skills and equipment may be 
centralised in a regional hospital, at the disposal of the 
region as a whole, while a network of smaller interme- 
diate and local hospitals can be responsible for the 
simpler day-to-day care in their respective districts. In 
many areas, the local hospital may act as a health centre, 
so contributing to the desirable integration of preventive 
and curative medicine. 


NEEDS AND RESOURCES AT THE NATIONAL LEVEL 


The importance of a thorough assessment of needs 
and resources in the early stages of planning a hospital 
programme cannot be over-emphasised. It is astonishing 
how many times it has been found that the number of 
hospital beds available in a country was unknown or how 
often large capital investments have been made hap- 
hazardly. 

The number of hospital beds required varies widely 
from one country to another, depending largely on the 
incidence of disease and injury. Other factors to be taken 
into account include the availability of trained staff and 
of funds, for it would obviously be unrealistic to launch 
an ambitious construction programme without these im- 
portant elements to hand. 

Many attempts have been made to establish a bed- 
population ratio for universal application but the wide 
variation in needs and resources makes it necessary, in 
practice, to determine this locally for each particular case. 

Whilst many countries are aiming at a ratio of 7 or 
even 10 beds per thousand of the population, others 
would be happy if they could achieve the modest goal of 
one per thousand. 

Whatever the case may be, however, a fairly accurate 
survey of needs and resources is a pre-requisite to the 
laying of future plans. In general, countries are equip- 
ped to carry out this preliminary work for themselves, 
but in certain cases it may have to be undertaken by 
foreign experts provided through international co-opera- 
tion programmes.* 

As regards staffing, in the great majority of cases 
where international help is needed to set going a hospi- 
tal programme, there is usually a complete lack of train- 


* Hospital surveys have been carried out, under WHO 
sponsorship, in Ceylon (1951), Egypt (1952) and Turkey 
(1956). In Japan, a WHO expert has helped to analyse 
the results of a survey made by the Institute of Hospital 
Administration, Tokyo (1956). Plans are under way to 
give help in a survey of the hospitals in Burma. The 
Saskatchewan (Canada) Hospital Survey and Master Plan 
(1951) constitutes a typical example of one carried out 
by national authorities without foreign aid. The ultimate 
goal of all these surveys has been either to develop a 
long-term programme of hospital planning and organisa- 
tion or, as in Japan and Saskatchewan, to reorganise an 
old hospital pattern. 
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ed persons on the spot. This is by no means a new 
situation. Florence Nightingale and other pioneers of 
hospital care also had to start from scratch, 

In the first instance, every effort should be made to 
gather a nucleus of staff from among national resources 
and talents. This will serve as the basis for further 
development later on, when a proper training programme 
can be launched in conjunction with the construction pro- 
gramme. And international help is usually available to 
fill the initial gap and help in the training programme. 

By and large, buildings and equipment represent the 
main problem for most countries. The initial capital 
outlay for building a hospital is great and local govern- 
ments often are faced with the alternative of giving the 
people a hospital for the sick or housing for the healthy. 
Building materials and manpower may also be scarce, 
thus further limiting the country’s building capacity, 
And again, hospital equipment is costly and in many 
cases may have to be imported at the expense of a 
substantial proportion of the available foreign currency. 
In such circumstances, it is hardly surprising that the 
priority given to hospital construction may be very low. 

One national resource that should not be underesti- 
mated does, however, exist, namely, the power of the 
people themselves to contribute. Where a local com- 
munity feels that a hospital is one of its basic needs, 
its individual members are generally prepared to raise 
the necessary funds, however poor they may be, pro- 
vided a well-thought-out technical plan is put before 
them. The obvious disadvantage to this direct parti- 
cipation is that the community wants to have a voice 
in such matters as choice of site, kind of services 
to be provided, and so on, without taking the broad 
view of the hospital’s place within the scheme as a 
whole. It is im such curcumstances that international 
assistance can be of great help, by offering the inde- 
pendent technical advice of an outside expert, who is 
not involved in local interests and policies. 

Coming to planning itself, this is a stage the impor- 
tance of which cannot be overemphasized. The prob- 
lems of the choice of site and the size of building, the 
number of beds and the specialities to be provided, are 
only the fundamentals and the very beginning of the 
planning process. Yet the decisions on these points 
will govern the scope of future activities and a mistake 
in the early stages may well distort the whole pattern 
for the future. 

What already exists in the way of hospitals obvi- 
ously has to be taken into account. Where the shortage 
of beds is great, the problemewill have to be tackled 
on an emergency basis and hospital accommodation built 
up as fast and as cheaply as possible. Im special cases, 
transportable hospital units may have to be used, even 
though this cannot be regarded as an adequate perma- 
nent solution. 

To ensure objective appraisal of overall needs, a 
national planning commission may be found of great 
help. This body should be a technical advisory one, 
composed of physicians, architects, engineers, nurses 
and administrators. Much of its work will necessarily be 
based on the findings of the pre-planning hospital sur- 
vey, if indeed the organization of this is not its first task. 


NOTES AND NEWS 


International Conference on the Influence of Living 
and Working Conditions on Health 


The International Conference on the Influence of 
Living and Working Conditions on Health was held on 
27th—29th September in Cannes, France, under the pre- 
sidency of Professor Parisot, Honorary Dean of the Medi- 
cal Faculty of Nancy, France, and former president of 
the World Health Organisation, and Professor Josue de 
Castro, Head of the Institute of Nutrition of the Univer- 
sity of Brazil and former president of the Food and 
Agricultural Organisation. 

250 persons from 31 countries of all continents took 
part in the meeting. Among those present were 


numerous official representatives, 52 university professors 
and heads of institutes and a large number of eminent 
medical and scientific personalities. 
disciplines were represented. 

The following are the conference conclusions. 


Influence of Nutrition on the Develop- 


All the medical 


First Theme : 
ment of Disease. 


I. Malnutrition is the world’s commonest disease. 
appears in three main forms : 

(1) Under-nutrition and deficiency diseases. 

(2) Overfeeding, obesity and its consequences. 

(3) Various dietary imbalances. 

II. Deficiency diseases as described in the textbooks 
are fairly rare nowadays, but it is recognised that most 
cases of malnutrition have a complex aetiology. The 
general problem of malnutrition deserves further study. 

III. Many instances of malnutrition are derived not 
solely from a lack of foodstuffs, but also from harmful 
dietary habits, from faulty preparation of food and from 
digestive disorders such as dyspepsia, gastro-enteritis, 
dysentery, etc. 

IV. Malnutrition, in addition to being a serious pro- 
blem in its own right, can also provoke or aggravate 
other diseases. 

V. The Conference, on considering the present situa- 
tion in the world, recognises the need for a universal 
effort to promote social and economic development of 
the various populations, in order that all may obtain 
adequate foodstuffs for a balanced diet. 

VI. The Conference further recognises the impor- 
tance of educational and medical factors in ensuring the 
best utilisation of available food supplies. 


Second Theme: The Effects of Work on Physical and 
Mental Health. 


The Conference is of the opinion that the progress 
which has resulted from industrial development has been 
accompanied by the appearance and aggravation of many 
occupational diseases. 

I. It is recognised that many of the well-known 
measures against industrial diseases and accidents give 
almost certain results when they are applied. 

II. Legislature exists in respect of these preventive 
measures, Further measures need to be taken and it is 
essential to ensure that they are really applied in prac- 
tice—for recommended precautions are often ignored. 
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III. Further research is needed into those problems 
which are new or incompletely solved. Nervous fatigue 
brought about by excessive speeds of work seems par- 
ticularly worthy of further study. Public authorities 
should make available to competent research workers 
the means for further work in this field. 

IV. As in other spheres, scientific exchanges be- 
tween workers in different countries should be facili- 
tated and extended. 


Third Theme: Effects of lonising Radiation on 
Human Life. 

The various speakers emphasised the dangers result- 
ing from the mutagenic and carcinogenic effects of radia- 
tion. Two speakers from Japan gave detailed reports 
on this late haematological effect and the carcinogenic 
effects which are being observed amongst the popula- 
tions of Hiroshima and Nagasaki who survived the 
atomic bombs. 

In recent years the total exposure of the world’s po- 
pulation to ionising radiation has increased rapidly from 
various sources—medical, industrial, experimental (atomic 
explosions). In the present state of knowledge, in view 
of the grave long-term effects, all exposures of indivi- 
duals or populations to ionising radiation should be 
minimised. 

This second International Conference gives its sup- 
port to those experts in the U.S.A., Western Germany, 
the U.S.S.R., Great Britain and other countries who have 
made known to the people, parliaments and govern- 
ments of the whole world the grave danger which faces 
them and also calls for the ending of the testing and 
production of nuclear and thermonuclear weapons. 

In the name of the Conference it was further pro- 
posed to call an international conference to discuss 
what measures should be adopted to ensure that atomic 
energy should be used solely for the benefit of humanity. 


International Diabetes Federation 


The third Congress of the International Diabetes 
Federation will take place in Dusseldorf from July 21 to 
25, 1958. Besides the scientific programme, social- 
medical subjects will be discussed, too, by the diabetic 
organisations affiliated to the International Diabetes 
Federation. 

The Congress is held by the German Diabetes Com- 
mittee in collaboration with the German Diabetes Asso- 
ciation. The languages used at the Congress are Ger- 
man, English and French. 

The German Diabetes Committee was founded in 
Dusseldorf in April 1956. Dr. P. Schwenger, Dusseldorf, 
Humboldtstr. 57 is the President of the Association. 


International Congress on Diseases of the Chest 


The Fifth International Congress on Diseases of the 
Chest, sponsored by the American College of Chest Phy- 
sicians, will be held in Tokyo, Japan, September 7-11, 
1958. The Congress will be presented under the patron- 
age of the Government of Japan and the Japan Science 
Council. The Congress has been endorsed by the Japan 
Medical Association. 


4 


NOTES AND NEWS 99 


Scientific papers, panel discussions, fireside confer- 
ence and motion pictures will be presented on the fol- 
lowing subjects : 

Radiation Hazards, Coronary Disease, Occupational 
Diseases of the Chest, Benign and Malignant Chest 
Tumours, Tuberculosis, Cardiopulmonary Function Studies, 
Asthma and Emphysema, Cardiovascular Surgery, Effect 
of Jet Air Travel in Chest Disease, Bronchoesophago- 
logy, Tropical Diseases of the Chest, Aetiology of Lung 
Cancer, Pediatric Cardiology, Metabolic Disorders, Mis- 
cellaneous Topics on Chest Diseases. 

Eminent scientists from countries throughout the 
world will participate in the discussions, which will be 
simultaneously interpreted into the three official lan 
guages for the Congress, i.e., Japanese, French and 
English. There will also be scientific and commercial 
exhibits and visits to various medical institutions and 
hospitals in Japan. The registration fee for each physi. 
cian attending the Congress is $25-00 (U.S. currency) and 
$10-00 for each family member accompanying the physi- 
cian. For additional information, please write: Dr. Jo 
Ono, Secretary General, Fifth International Congress on 
Diseases of the Chest, School of Medicine, Keio Univer 
sity, 35, Shinanomachi, Shinjuku, Tokyo, Japan. 


The World Medical Association 


The 12th General Assembly of the W.M.A. will be 
held in Copenhagen, Denmark, August 15—20, 1958. Mem- 
ber associations are urged to submit the names and 
addresses of their delegations to the Secretariat not 
later than February 24, 1958. 

Information relative to the 12th General Assembly 
can be obtained by writing to the Secretary General, 
The World Medical Association, 10 Columbus Circle, 
New York 19, New York. 


Doctors Allege Atrocities in Cuba 


At its 11th General Assembly, the Secretary General 
of the World Medical Association was directed to en- 
deavour to arrange for an officially recognized com- 
mittee to visit Cuba with full authority to conduct an 
on-the-spot investigation of the allegations received by 
it that the doctors of Cuba are being persecuted and 
murdered while carrying out their humanitarian service 
to the sick and wounded. 

The membership of the proposed committee would 
be officials of the World Medical Association, namely : 
Louis H. Bauer, E. S. Hamilton, Austin Smith, and an 
attorney-at-law not yet selected. President Batista of 
Cuba has been requested that the committee be autho- 
rised to investigate “‘alleged persecutions of the medi- 
cal profession attending the sick and wounded and 
guarantee the rights of Cubans to testify before the com- 
mittee without fear of reprisal.’”” The committee “would 
not be concerned in any way with the political aspects 
of the situation in Cuba”. 


Incidence of Tuberculosis in U.S.A. 


The annual report of the National Tuberculosis Asso- 
ciation of the United States shows that some 55 million 
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people are infected with the tubercle bacillus, according 
to the estimates based on skin sensitivity tests and 
that the statistical odds are that approximately 5 per 
cent of these, or 2°75 million people, will break down 
with active tuberculosis during their lifetime if the deve- 
lopment of active disease among the infected continues 
at the present rate. 


The report which has just been released brings out 
that BCG, the most widely accepted vaccine against 
tuberculosis, cannot be employed to prevent these cases 
of tuberculosis because BCG is not given to people al- 
ready infected with bacillus tuberculosis. The report 
reiterates the recommendations of the NTA’s medical 
section, the American Trudeau Society, that BCG be 
given to people not yet infected but who are exposed 
to tuberculosis to an extraordinary degree, and empha- 
sises the importance of further research in the field of 
immunity to tuberculosis. 


International Cancer Congress 


The Seventh International Cancer Congress will be 
held in London, England, 6—12 July 1958, under the 
sponsorship of the International Union against Cancer. 
Scientists and physicians are invited to submit papers 
on experimental or clinical aspects of cancer or on can- 
cer control. These papers should represent new contri- 
butions to knowledge and must not have been published 
or reported previously. Further particulars may be had 
from the Secretary General, 7th International Cancer 
Congress, 45 Lincoln’s Inn Fields, London, W.C. 2. 


The Indian Science Congress 


The 45th session of the Indian Science Congress was 
held on January 6, 1958 at the University Campus, 
Madras. Pundit Nehru inangurated the Congress and 
declared open the Science Exhibition. Foreign dele- 
gates from U.S., U.K., U.S.S.R. and other European 
countries as also Japan and Australia attended the Con- 
gress. 

The following were the presidents of the different 
sections of the Congress this year: Dr. A. K. Bose, 
Medical and Veterinary Sciences; Dr. K. Keshen, Statis- 
tics; Dr. P. N. Bhaduri, Agricultural Sciences; Dr. P. 
Bhattacharja, Zoology and Entomology; Dr. G. M. 
Murulkar, Anthropology and Archaeology; Dr. A. G. 
Jhingram, Geology and Geography; Prof. S. Ghosh, 
Chemistry; Dr. S. N. Ray, Physiology; Dr. A. K. P. 
Sinha, Psychology and Educational Sciences; Prof. T. S. 
Sadasivan, Botany; Sri S. L. Mulurkar, Physics; Prof. B. 
S. Madhava Rao, Mathematics; Prof. Chandrasekhar 
Ghosh, Engineering and Metallurgy. 


All-India Conference of Industrial Medicine 


Under the auspices of the Society for the Study of 
Industrial Medicine, India, the Ninth All-India Confer- 
ence of Industrial Medicine will be held on 14—17 Feb- 
ruary, 1958 at the Madras Medical College, Madras. Sri 
S. Ananthearamkrishan is the Chairman of the Reception 
Committee. Dr, U. Krishna Rau, Speaker, Madras Le- 


gislative Assembly will inaugurate the conference and 
Dr. C. K. Ramachander will ‘preside over it. Dr. V. R. 
Thayumanaswami, Director of Medical Services, Madras 
State, will inaugurate the Scientific Session. 


Sir Kedarnath Das Memorial Fund 


To perpetuate the memory of the late Sir Kedarnath 
Das, the Bengal Obstetric and Gynaecological Society, 
91/B Chittaranjan Avenue, Calcutta, has arranged for an 
Annual Oration named ‘Sir Kedarnath Das Memorial 
Lecture’, by a suitable person of repute, as selected by 
the Society or its Executive Committee. The annual 
value of this Oration has been fixed at present at Rs. 250. 
The Society also has appealed to the members of the 
medical profession to contribute to the Fund generously 
to make a permanent fund, from the interest of which 
the Oration expenses can be met every year. 


Radio Isotopes Unit at Bombay 


At the Seth G. S. Medical College and the King 
Edward Memorial Hospital, Bombay, a radio isotopes 
Unit for medical purposes is in the course of construc- 
tion, the first of its kind to be set up in India. 


Dr. R. S. Satoskar, a graduate of the Seth G. S. 
Medical College, Bombay, who had been studying Phar- 
macology at Sheffield University, England, on a Glaxo 
Laboratories scholarship, and has now returned to India, 
will be resuming an appointment here. He had worked 
with radio isotopes whilst at Sheffield University and the 
Atomic Energy Research Establishment at Harwell, 
England. 


Health Schemes for Delhi 


The construction of a 250-bed ward for the isolation of 
advanced T.B. patients has been proposed by the Delhi 
Administration as one of the seven schemes to be in- 
cluded in the Second Five-Year Plan for improving health. 


An estimated 20,000 persons suffer from the disease. 
Facilities for dealing with the problem are few, there 
being only two T.B. hospitals in Delhi with 800 beds. 


The other projects will be the establishment of six 
more family planning centres, training of dais, the estab- 
lishment of two venereal disease clinics, the addition of 
a dental clinic to the Bara Hindu Rao Hospital and 
the training of laboratory assistants and the training 
of sanitary inspectors. There are at present 28 family 
planning clinics in Delhi. 

Meanwhile, it is reported that several of the schemes 
launched in 1957 for improving public health have been 
completed. The Irwin Hospital has been enlarged with 
the addition of 120 beds. A large area measuring 50 
acres has been acquired from the Delhi Improvement 
Trust near Shahdara for starting a leper colony which 
will, to begin with, accommodate 250 lepers. The health 
centre at Palam has been completed while a second 
centre is being established in Narela. The staff quarters 
for a mental hospital have been completed. Work will 
start on the main hospital building as soon as adminis- 
trative sanction is received, 
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1.M.A, Office-bearers for the Year 1958 
President— 
Dr. D. V. Venkappa (Madras). 


Vice-Presidents— 

1. Dr. S. P. Nath (Silchar). 

2. Dr. J. C. Banerjea (Calcutta). 

3. Dr. G. S. Melkote (Hyderabad). 
Hony. General Secretary— 
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1. Dr. Ved Prakash (New Delhi)—Re-elected. 
2. Dr. P. C. Bhatla (Delhi)—Re-elected. 
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2. Dr. K. V. Swamy (Madras). 
3. Dr. George Patnaik (Cuttack). 
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Dr. R. C. Goulatia (New Delhi). 


Editor, Journal of the Indian Medical Association— 
Dr. P. K. Guha (Calcutta)—Re-elected. 


Assistant Editors, Journal of the Indian Medical Asso- 
ciation— 
1. Dr. C. L. Mukherjee (Calcutta)—Re-elected. 
2. Dr. H. Chakravarti (Calcutta)—Re-elected. 


Hony. Secretary, Journal of the Indian Medical Asso- 
ciation— 


Dr. R. Sinha (Calcutta)—Re-elected. 


Members of the Journal Committee— 

Dr. P. C. Sen Gupta (Caleutta)—Re-elected. 
Dr. J. B. Chatterjea (Calcutta)—Re-elected. 
Dr. Souren Sen Gupta (Calcutta)—Re-elected. 
Dr. B, P. Tribedi (Calcutta). 

Dr. A. N. Roy (Calcutta). 


Hony. Legal Advisers— 


1. Mr. K. K. Raizada (Delhi). 
2. Dr. R. K. Deb (Calcutta). 


Hony. Auditors— 
1. M/s. B, R. Maheswari & Co., Chartered Accoun- 


tants (Delhi). 
2. M/s. G. Basu & Co., Chartered Accountants 


(Calcutta). 


CORRESPONDENCE , 


The Editor is not responsible for the views 
expressed by correspondents 


An Insult to the Medical Profession 


S1r,—I have read the letter of the Hony. Secretary, 
I.M.A. Tittagarh Branch (J. Indian M. A., 29: 489, 
1957) especially the line—“It is the strongest insult 
which can be ever conceived to the medical professions’’. 
Let me remind him of a recent happening. The I.M.A. 
has agreed to help implementing the E.S.1. Scheme on 
condition that whether a doctor is a licentiate or gra- 
duate, whether he is practising for three or thirty years 
if he be a Panel Doctor he will be deemed unfit to 
prescribe Milk of Magnesia or Aludrox or Elixir Vit. P 
Complex for which a specialist’s opinion will be neces- 
sary. I am etc. 

NIRMAL KUMAR MUKHERJEE, 
Calcutta. Member, Kankurgachi Branch, I.M.A. 


Li . in Bel 
Srr,—I want to draw the attention of all members of 
the Association in general and Government of Behar in 
particular, regarding the fate of Licentiates working 
under Government of Bihar and various District Boards. 
The D. B. dispensaries in Bihar are being provin- 
cialised and during the Second Five Year Plan a total 
of 250 dispensaries will be taken under Government 
control. The policy of Government of Bihar is to ab- 
sorb those medical graduates of the District Boards 
who will be selected by Bihar Public Service Commis- 
sion. But what will be the fate of Licentiates and the 
remaining medical graduates? They have been working 
quite long and serving the people of rural areas. 

To the best of my knowledge it was passed in the 
Gaya Session of Bihar State Branch of the Indian Medi- 
cal Association that all Licentiates of ten years’ experi- 
ence should be treated as Civil Assistant Surgeons and 
also it was resolved at the 17th Bihar State Medical 
Conference that all medical officers of the District Boards 
should be absorbed in Government service in Bihar. But 
the Government of Bihar is not paying any attention 
towards the Licentiates of this State. 

I appeal to the Indian Medical Association to take up 
the cause of the Licentiates in Bihar so that they may 
be promoted to C.A.S., as has been done in other pro- 
vinces in India. I am etc. 

Colgong, CHANDRA SINHA, 
Bhagalpur. Member, Indian Medical Association. 


XVII BENGAL PROVINCIAL MEDICAL CONFERENCE, 1958, BISHNUPUR. 


The 17th Bengal Provincial Medical Conference will be held at Bishnupur (Dist. Bankura) on the 15th 


and 16th March, 1958. 


Dr. B. P. Tribedi, President, Indian Medical Association, Bengal Provincial Branch, will preside. 


For further details, the Hony. Secretary, Bengal Provincial Branch, 67 Dharamtala Street, Calcutta-13, 


may be contacted. 
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REVIEWS 


Nomina anatomica—Von Prof. Dr. Fr. Kopsch. 5. 
Auflage. ine vergleichende Ubersicht der Basler, 
Jenaer und Pariser Nomenklatur. Bearbeitet von 
Prof. Dr. Dr. K. H. Kmese, Kiel. 1957. XX, 147 
Seiten, Gr.-8°, kartoniert DM 6.40. 


Anatomical Terms (in German)—By the late Prof. 
Dr. Fr. Kopsch. 5th edition. Comparative survey of 
the nomenclatures of Basle, Jena and Paris. Revised by 
Prof. Dr. Dr. K.-H. Knese, Kiel., 147 pp. George Thieme, 
Stuttgart, 1957, DM, 6.40. 

The 6th International Anatomical Congress, held in 
1955 in Paris, accepted some new anatomical terms 
(P.N.A. 1955) which made necessary this addition to 
Prof. Kopsch’s previous alphabetical comparative dic- 
tionary of the nomenclatures of Basle, 1895 and Jena, 
1935. 

Of the 5,640 anatomical names included in the 
P.N.A. 4,286 have been taken over from the Basle ter- 
minology, while 1,354 have been altered; about 200 terms 
are new. The alphabetical list is being preceded by the 
“nomina anatomica emendata’’ (amended anatomical 
names) and followed by a list of 114 explanatory 
remarks. This booklet is a must for every anatomist, 
irrespective of his mother tongue, al] the terms being 
in Latin and internationally used. 

Schizophrenic—S tisch Gesichtspunkte.—Herausge- 
geben von Dr. D. Richter, Cardiff. Deutsche Uber- 
setzung herausgegeben von Doz. Dr. Dr. V. Kling- 


miiller, Hamburg, 1957. XII, 167 Seiten, 24 Abbildun- 
gen, Gr.18°, kartoniert DM 21. 


Schizophrenja—Somatic Aspects—Edited by Dr. D. 
Richter, Neuropsychiatric Research Centre, Whitchurch 


Hospital, Cardiff. Pergamon Press, London. German 
translation edited by Doz. Dr. Dr. V. Klingmiiller, 
Hamburg. XII, 167 pp., 24 illustr, George Thieme, 
Stuttgart, 1957. DM 21. 

This monograph arose from a symposium held at the 
Ciba Foundation, London, supported by the Mental 
Health Research Fund. Apart from the nine experts 
whose contributions are being presented in this volume, 
ten others took part in the discussions, so that a well 
rounded and up-to-date picture has been produced of 
this intriguing subject which is as interesting as it is 
controversial. The headlines of the chapters give an 
idéa of the fascinating problems covered by scientists 
and clinicians, leading in their subjects and actively 
engaged in unravelling the mystery in which is veiled 
the fundamental interrelationship of body and mind. 
L. Rees describes somatics peculiarities of schizoph- 
renic patients. M. Roth, Newcastle, the mutual effects 
of hereditary and environmental factors on the develop- 
ment of schizophrenia (s.); D. Hill, London, gives a 
valuable survey of electroencephalographic findings; 
D. Richter, Cardiff, the editor, discusses biochemical 
points of view ; endocrinological influences and changes 
have been presented by the late D. E. Sands, Epsom; 
pathological anatomy and histology by G.B. David. 
Cardiff; consciousness, adaptive behaviour and s. form 
the subject of a chapter by S.L. Sherowood, Mill Hill, 


London, and Colchester ; the metabolism of periodic 
or recurrent s. has been surveyed by J.H. Rey, Maudsley 
Hospital; drug effects and s. by D. Stafford-Clark, Guy’s 
Hospital, London. At the end of every chapter a 
representative cross-section of literature is to be found; 
the pathologist sets a record with 273 references. ‘The 
significance which this publication has in the opinion 
of continental scientists can be estimated from the fact 
that seven psychiatrists, several of them university 
professors and outstanding experts in their own right, 
joined hands to translate this work, which is indis- 
pensable for everybody interested in the complex 
problem of schizophrenia which every day gains in 
importance, appearing at the age of highest hopes and 
ges countries filling one-fifth of all the hospital 
Ss. 


OBITUARY 


Dr. Menhanlal Atal 


Dr. Menhanlal Atal, died in Peking on December 3 
1957. 

A noted Indian surgeon and poet, he was a staunch 
member of his country’s national movement and a dis- 
tinguished fighter for peace. Born in 1886 in Uttar 
Pradesh, he studied medicine and surgery in the Uni- 
versity of Edinburgh and became a Fellow of the Royal 
College of Surgeons. 


Dr. M. ATAL, 


In 1938, after having given his services to the Spanish 
people in their fight for independence and democracy, 
he came to China as the leader of a 5-member medical 
aid team sent by the Indian National Congress. 

Dr. Atal’s ashes, by his own last wish, were divided 
into two parts: one to go to India and one to remain 
in China forever. 


en 
a 
‘ 
by 
102 
x 


February 1, 1958 J. 1. M. A. Advertiser xxvil! 


UNI-ENZYME 
~ 
TABLETS 


Digestive 
Anti-infective Flatulence & Dyspepsia 
Anti-allergic 

Anti-spasmodic 


A new ORAL 


Chemotherapeutic for 


TUBERCULOSIS 


ANAZID 


( The molecular compound of P. A. S. and I. N. H.) 
Indicated in early as well as chronic and resistant 
cases and effective in doses of 600 mgm. per day. 


For further informations please write to :— 


G. D. A. CHEMICALS LIMITED, 


( MANUFACTURERS OF P. A. S. In INDIA ) 
36, Panditia Road, Calcutta-29. 
Gram: “SULFACYL”. Phone: 46—2868. 


3 
4 hy 4 S 
Sulphadimidine + lodochloro. + Chloroquine S97; Z 
BORATORIES. 


xxvili J. 1.M. A. Advertiser Voi. 30. No. 3 


forms of © 


MYCOSTATIN 


SQUIBB NYSTATIN 


the first safe antifungal antibiotic 


highly effective 
in vaginal moniliasis 


VAGINAL. 
TABLETS 


Each vaginal tablet 
contains 100,000 units of 
and 0.95 Gm. 
of lactose. Bottles of |5 


highly effective in 


tine OINTMENT 


100,000 units of Mycostatin 
per gram. 15 Gm. tubes. 


highly effective in 
intestinal moniliasis; 
sometimes effective 
in generalized 
(systemic) moniliasis 


ORAL 
TABLETS . 


Each tablet contains 
500,000 units of 
Mycostatin. Bottles of 12. 


Also available: broad 
spectrum antibacterial 
therapy plus prophylaxis 
against monilial super- 


infection SQUIBB 


MYSTECLIN 

250 mg. Steclin (Squibb 
Tetracycline) Hydrochlo- 
ride and 250,000 units SARABHAI CHEMICALS, BARODA 
Mycostatin. Bottles of 8,16 Manufacturers @ Distributors of Squibb Products im India 
and nested packing of 50. 


< 
Sy: 
Lee 
pee, 
‘ 
of 
ii 
4 
4 


SUPPLEMENT 
Journal of the Indian Medical Association 


Fesruary |, 1958 


XII MADRAS STATE MEDICAL 
CONFERENCE, 1957 COIMBATORE 


The 12th Madras State Medical Conference, 1957, was 
held at ‘Gopal Bagh’’, Avanashi Road, Coimbatore, on 
23rd and 24th of November 1957. More than five hun- 
dred delegates and visitors from all over the State and 
neighbouring Kerala State participated in the delibera- 
tions. 

Sri A. Ramalingam Chethiar, Chairman of the Coim- 
batore Municipality hoisted the National Flag and Dr. 
Y. P. Vasudevan, out-going President, hoisted the flag 
of the Indian Medical Association. 

Dr. T. V. Sivanandam, member of the Madras Legis- 
lative Council, who was the Chairman of the Reception 
Committee, read out the welcome address which, ap- 
propriately introduced the Association and the City of 
Coimbatore and its association with medical conferences 
in the past. He recalled that the second State Medical 
Conference was held in Coimbatore in the year 1947, 
which was a memorable year in the history of the medi- 
cal association. In the course of his address, he also 
referred to the introduction of male nurses and said 
that it had not only brought down the efficiency of 
general nursing but also impaired the quality of nursing 
by female nurses. He said that male nurses with ade- 
quate practical training in medicine and surgery might 
be taken as Health Assistants to run rural dispensaries. 
He further said that Coimbatore City was providing to 
the students all curricula of studies except that of me- 
dicine, veterinary science and law, and that it was his 
desire and also of his colleagues at the Conference that 
their popular Government should come forward to create 
a suitable climate with mutual understanding and good- 
will of the philanthropic citizens of this great city for 
opening a Medical College and a payee College 
which would fulfil the requirements for establishing an 
University at Coimbatore. 

In the absence, due to indisposition, of The Hon’ble 
Sri M. A. Manickavelu, Minister of Public Health, Gov- 
ernment of Madras, Sri T. M. Narayanaswami Pillai, 
Vice-Chancellor of Annamalai University, inaugurated the 
Conference. Calling on doctors to develop what might 
be called “sixth sense” Sri Pillai said that if a doctor 
realised that the cure for a disease was not entirely his 
own handiwork but was the result of certain external 
factors also, then his practice should be a_ success. 
Opposing the idea of an integrated medical system, Sri 
Pillai requested men with a high standard in the pro- 
fession and endowed with great knowledge to try to help 
the indigenous by seeing whether there was anything 
scientific in that system which could be adopted and if 
so it should be imported into their system. Sri Pillai 
thought, too much of specialisation had led to the dis- 
appearance of the institution of family doctors. He 
viewed that a majority of general practitioners should 
become family doctors and those with high talents could 
turn to specialisation after a period of service sufficient 
to give him that basic knowledge, and that generally 
patients would be anxious to stick on to one doctor and 
would not like to run after many men of the profession. 


The Scientific Session of the Conference began on 
the 23rd of November and resumed again on 24th Novem- 
ber 1957 lasting the whole day. The Scientific Session 
was inaugurated by Dr. Lt. Col. V. R. Thayumanaswami, 
the Director of Medical Services, Madras. There was a 
session of Long Papers on Medicine, Surgery and Mid- 
wifery in which eminent medical men took part. There 
was a Symposium on “Cirrhosis of Liver” at which the 
leading physicians and surgeons addressed the gather- 
ing on the Medical Aspect, Surgical Aspect, Pathological 
Aspect, Pathology of Infantile Cirrhosis, Paediatric As- 
pect and Bio-chemical Aspect. Dr. P. Arunachalam, 
retired Director of Medical Services, Madras, was the 
Moderator at the Symposium. There was an interesting 
Quiz programme, after which short papers were read 
on Sub-Arachnoid Haemorrhage, Recent Advances in 
Surgery, Gitalin a Cardiac glycoside with wide Therapeu- 
tic range, Coccidonmtycosis of Bone, Management of Dia- 
betic acidosis in children, Problems of Keratomalacia, 
etc. A committee of judges adjudged the best short 
paper read, and a Gold Medal to Dr. K. P. Ganesan, 
Reader in Medicine, Kasturba Medical College, Manga- 
lore, who read the paper on Gitalin, a Cardiac glycoside 
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with wide Therapeutic range, and a Silver Medal to Dr. 
D. Sundareswaran, Hony. Ophthalmic Surgeon, Coimba- 
tore, who read the paper on Problems on Keratomalacia, 
were awarded on behalf of the Conference. 

The Annual meeting of the State Council of the 
Madras State Branch of the Indian Medical Association 
was held on 23rd November 1957 at which the 
Annual Report of the Madras State Branch of I.M.A. was 
presented. Dr. C. Arumugam, Dr. V. Vijayaraghavan, 
and Dr. C. N. Santhanam, were unanimously re-elected as 
the Hony. Secretary, Joint Secretary and Treasurer, res- 
pectively, of the Madras State Branch of I.M.A. for 
the year 1957-58. 

Dr. M. Santhosham who presided over the conference 
in his presidential address, said, 

“Our unity in the Association which is a co-operative 
effort towards the bettering of man’s lot is mistaken 
for trade unionism in certain circles and our joint effort 
to improve medical service to mankind has failed to gain 
the well deserved recognition from important quarters. 
I take this opportunity to call the attention of the Gov- 
ernment in the State and at the Centre, whose respon- 
sibility it is to provide medical aid for the people whom 
they rule, to the fact that a disorganised medical pro- 
fession can only function as scattered mercenary soldiers. 
The duties of the Government and the Medical Associa- 
tion in this regard are allied but certainly different. The 
duty of the government is to provide medical aid for 
the sickly population, whereas it is our aim to see that 
the best medical aid is given to every sick man. 

The manner in which the Employees State Insur- 
ance Scheme was implemented in this State by enacting 
and enforcing the Employees State Insurance Act and by 
denying the panel system that was suggested by the 
I.M.A., the Government have plundered away from the 
labourer his fundamental right to choose his doctor and 
that too when he is physically ill. There is such a 


thing as ‘doctor-patient-relationship’ which the politician 


cannot understand unless and until he becomes a patient. 
The implementation of the Employees State Insurance 
Scheme is but one instance where the advice of the 
Indian Medical Association had been flouted by the gov- 
ernment. There are many other matters in which our 
advice has been set aside and in many other matters our 
voice has not been heard or heeded. It will be in the 
interest of the government and the people whom they 
serve if the organisation of medical men, namely the 
Indian Medical Association, is strengthened through their 
efforts and this can only be done by officially recognis- 
ing the I.M.A. as an advisory body in the matter of 
medical and public health legislation. I may here point 
out that a very major medical reform such as the Na- 
tional Health Services Act in Great Britain would not 
have been possible but for the advice of the Medical 
Association of that country. I can assure the govern- 
ment that by officially recognising us as a consultative 
body they will truly stand to gain because we are not 
a selfish group and our concern is not ourselves, but the 
man in pain; our task is not to safeguard our own in- 
terest but to wage war against premature death and our 
motto is service and not security. 


CHANGED TIMES : 


Vowed to serve all mankind let us pause awhile to 
survey the context in which our service is to be. After 
many centuries we, in our country, are determinedly 
striving hard to build a strong and happy nation. This 
is to be no easy task. The bulk of the nation is utterly 
poor having a family income of Rs. 13/- per month, 
the country is illiterate, and blind beliefs and supersti- 
tions have raped the country through the ages. The 
poorer the material to build with, the greater should be 
the skill of the builder and the greater should be the 
determination of the workmen. We, as a body, should 
give thought, time, energy and determination to build a 
happy India. 


INDIGENOUS MEDICINE : 


Since there exists in this land a variety of indigenous 
systems of medicine and a host of other secret so-called 
traditional magic remedies of the mountains handed 
down from generation to generation, the science that 
we practice, though proved as precise, has come to be 
looked upon with prejudice in certain circles as a foreign 
art. Medical practice may have some art about it but 
Medicine is a science and science is universal. Newton’s 
law of gravity is not a British law and the principle of 
Archimedes is not a Greek principle. There can be only 
one medical science for the whole world even as there 
can be only one physics or one chemistry for the whole 
world. The work of the individual medical man and 
the organised medical profession and, above all, the Gov- 
ernment’s public health and medical service measures 
stand hampered a great deal, because of the enthusiasm 
of the politicians to build exclusive hospitals for dif- 
ferent systems of medicine and budget separately for 
the promotion of these different systems. For a state 
to recognise and subsidise the ancient thoughts and 
practices which do not stand the test of modern expe- 
rimental science is to be certainly considered a retro- 
grade step. 

The government, in their information booklets and 
in their various statements of policy, say that they re- 
cognise only modern medicine but do encourage to some 
extent indigenous systems of medicine as well. My 
grievance is that encouragement is not given in the 
proper direction and it is not within the desirable limit. 
I am sure, that most of us will agree, that there can be 
very effective therapeutic agents available in the pharma- 
copfas of the other systems of medicine. The repeated 
suggestion of the Indian Medical Association has been 
that these effective remedies should be chemically stan- 
dardised, their values properly assessed, their potency 
biologically assayed and their therapeutic and toxic doses 
correctly determined in the light of modern medicine so 
that through the ancient treasures of our motherland’s 
learning we can enrich modern medicine. 


Pack OF THE PROGRESS OF MEDICINE VIS-A-VIS MEDICAL 
SERVICE TO THE COMMON MAN: 


The last decade and a half has seen momentous 
changes in therapeutics. ‘The speed of discoveries is 
gaining momentum year after year and in the last half 
of this period, the doctor’s bag has gained many new 
drugs—antihistaminics, antibiotics, antispasmodics, tran- 
quilliscents and so on. Death rate due to diseases like 
pneumonia, typhoid and tuberculosis has shown a sub- 
stantial fall in other countries. With the birth of Peni- 
cillin and the broad spectrum antibiotics, morbidity and 
mortality through infective diseases in other countries 
have shown a sudden drop in the graph. In our country, 
although the discovery and marketing of these drugs 
have reduced morbidity in certain classes of the people, 
the larger section of the population who are under- 
privileged are unable to derive the same benefit. Un- 
doubtedly, it is the responsibility of the state to provide 
the life-saving costlier remedies for the common man. It 
is as much their responsibility to provide them the 
drugs as it is to provide them the food. If death through 
lack of food is considered a blot to efficient government, 
certainly, death through lack of drugs also is equally 
a slur on the government. The recent import restric- 
tions which affect very essential drugs are likely to pro- 
duce alarming results. Articles of diet and life saving 
drugs of very essential nature which cannot be replaced by 
any other substitutes will not be available any more for 
our patients. And to disarm us altogether when we 
are engaged in a battle against a quick killing disease 
is a very antination act. Lives cannot be sacrificed 
to save dollars and sterlings. We call upon the Gov- 
ernment immediately to repeal the restrictions placed 
on life saving remedies and diet articles. 
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N. G. O. anp REIMBURSEMENT OF MEDICAL EXPENSES : 


The government’s decision to reimburse medical ex- 
penses incurred by non-gazetted government servants 
deserves to be applauded but the rules governing the 
sanction of such reimbursement is so complex and com- 
plicated that few derive any benefit through it. The 
N. G. O. cannot comfortably fit into the queue in a 
Government hospital; neither can he tolerate the haste 
in a state medical institution. He prefers to be heard 
patiently to his satisfaction and not only to the extent 
of necessity. He prefers to be visited by his doctor than 
visit him. The requirements of treatment under autho- 
rised medical attendants and in state hospitals which 
alone could qualify him to benefit through the reimburse- 
ment scheme, deprive him of the freedom to choose his 
treatment and the benefits contemplated. I think this 
scheme functions more as a promise than as a provi- 
sion, and I am sure the N. G. O.’s Association will 
agree with me. 


RURAL MEDICAL RELIEF : 


In the matter of providing medical service to the in- 
habitants of remote villages our government has done 
only a little. The Block Development scheme may im- 
prove to some extent the present woeful state. To think 
of providing the entire rural population with the ser- 
vices of fully qualified doctors is a vain dream. Even 
after three more five-years plan, could we raise the num- 
ber of qualified doctors to the required extent? The 
answer to the rural medical problem is the proposed 
‘Health Assistant’! To every qualified rural doctor 
stationed in a taluk headquarters or a medium sized 
town, six to twelve health assistants stationed in vil- 
lages may be attached and the doctor can visit the 
station of every health assistant every sixth day in 
government owned jeeps. I make a strong plea that the 
scheme of health assistants should be gone through dur- 
ing this five-year plan period. 


THe INDEPENDENT MEDICAL PROFESSION : 


The government in their anxiety to please the elec- 
torate with spectacular enactments have robbed the 
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clientele of the independent medical profession. The 
N. G. O. has been directed to the authorised medical 
attendant, a government employee, the labourer has been 
diverted to the E. S. I. doctor, a government employee, 
the families of the labourer would soon be compelled to 
go to the government doctor; so also all central govern- 
ment servants including the gazetted officials. If the 
government were to expand their policy of medical ser- 
vice in what may be termed partial nationalisation of 
medical services, they should give the option to the 
doctors practising in these areas to come into such par- 
tial nationalisation scheme. I state this so that the gov- 
ernment may note that the independent medical pro- 
fession has been hard hit of late. 


KNOWLEDGE ABREAST OF TIMES : 


Independent medical profession or members of gov- 
ernment medical service, we are all soldiers in the same 
army fighting the noble and humanitarian battle of end- 
ing bodily infirmities. Im this great battle our weapon 
is our science. We have to keep our swords sharp and 
our powder dry. We have also to keep our knowledge 
of the science abreast of the times and, to this end, 
the Indian Medical Association has served well its mem- 
bers and the public through their annual conferences in 
the centre and the branches, through their journals of 
the parent body and the constituents. 


In modern times it is not enough to keep the old 
weapons in firing order. Newer and better weapons 
have got to be discovered. The Medical Association, 
through the labours of its members and through the 
subsidy of the government, should engage in research 
and contribute to the growth of medical science so that 
medical men of our land may have an equal place of 
honour with the medical workers of other progressive 
countries. The medical men in government services, 
particularly in larger hospitals, are the best suited for 


this purpose. 


State HOSsPIrats : 
We are all pleased to note that our state hospitals 
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sary to point out that they are not growing equally well 
in popularity. Concerning the care bestowed upon the 
common man in our state hospitals there is a good deal 
of criticism. Much of this criticism is not unfounded. 
Perhaps the people are too ready to put the blame on 
the doctors. The real cause lies in the fact that our 
hospitals are all staffed entirely by part-time doctors, 
some unpaid and some half-paid. I am told that the 
basic pay of the District Medical Officer is only half 
that of the District Judge. The Government justify 
this anomaly by saying that whereas the Judicial Officer 
is prohibited from other income, the Government Medi- 
cal Officer is permitted to do private practice. This 
means that the government wilfully engage medical 
officers for only part-time work and pay them only for 
the part-time work. When the entire medical staff are 
part-time workers, naturally, the hospitals are so under- 
staffed that they can carry out only medical routine. 
There has to be such hurry about things that the hos- 
pitals work more like industrial plants. The doctors 
do not have time to enquire of the patient anything 
other than matters concerning his disease. The patient 
is a human being; he has great many personal problems 
to share with his doctor according to which the nature 
of his treatment may have to be modified. If the doctor 
should treat the patient in the hospital with his head, 
his hands, and his heart, he should have more time. 
The present bustle in the hospitals gives time for the 
doctor only to use the head and hands and never to 
use his heart. 


It is also to be noted that since the governments ex- 
pect their servants in medical services to earn the bulk 
of their living-wages outside the hospitals, research 
suffers a good deal. The intellects at the head of various 
units in the state hospitals could easily be responsible 
for every useful original contributions if only they are 
remunerated sufficiently and employed full time. The 
Government advance the argument that the state coffers 
are lean and do not permit them to employ the doctors 
full time. May I ask the governmert that if their 
treasury, becomes leaner, would they have part time 
officers as district collectors and allow them to serve 
elsewhere for the other part of the time, or will they 
agree to employ part time judges and allow them to 
practice as advocates in other courts? I take this op- 
portunity to request the Government to examine my 
suggestions in earnest and if they do, I am sure, many 
advantages can be gained, namely (1) more time wiil be 
available for developing doctor-patient relationship, 
(2) more research will be forthcoming and (3) the diffi- 
culty in finding personnel for non-clinical teaching jobs 
can be overcome. The other objection to this proposal 
of employing all government doctors exclusively for 
service inside the hospital is that the best qualified and 
most experienced heads of the profession will not be 
available for the richer sections of society who could 
afford and would like to buy the best medical opinion. 
I am sure that this difficulty can be overcome by pro- 
viding well-set-up consulting rooms for surgeons, physi- 
cians and specialists inside the premises of the hospi- 
tals and by collecting fees for such consultations. I am 
sure that the very great demand for the government 
doctor’s opinion from the well-to-do public will fetch a 
revenue sufficient to give effect to the scheme of full- 
paid doctors for full-time service. I wonder how a partly 
paid part-time doctor can be more serviceable than an 
unpaid part-time doctor. 


DISCRIMINATION AMONGST DOCTORS : 


This leads me on to the discriminatory treatment that 
our honoraries and independent practitioners suffer at 
the hands of the government in the matter of medical 
certification. We know that certain certificates are ex- 
clusively the privilege of the paid government doctor. 
This policy of the government degrades the dignity of 
the entire medical profession because, to think that the 


verdict of the government paid medical man is more 
dependable than that of an unpaid man is to believe 
that the conscience of the doctor is a commodity avail- 
able for a price. 


The strength of the doctors engaged in active clinical 
work can be increased. The policy of fixing the retiring 
age of Government medical officers at sixty has been 
announced but has not taken effect. This may be done 
at once to the great advantage of the people. Also those 
doctors who are employed by local boards and munici- 
palities should be taken into-.provincial service so that 
they may have opportunities of getting trained in teach- 
ing hospitals. Their remuneration should automatically 

equalised to the level of the provincial medical 
officers. 


It will not be out of place to mention here a few 
words about a section of our professional brethren in 
the Armed Forces who underwent the same graduate 
course in the Medical Colleges and were awarded 
D.M. &S. diplomas. After 20 years of service in the 
army and attaining the rank of Majors and drawing over 
Rs. 1,000/- they were forced to retire on a paltry pension 
of about Rs. 180/- or revert to the non-commissioned 
status. Naturally these officers preferred to retire than 
be subjected to the indignity of reversion. I strongly 
urge the Government to absorb these officers with such 
vast experience both professional and administrative at 
least as Assistant Surgeon grade I fixing their minimum 
pay in accordance with the services rendered by them 
in the army in the usual scales. 


The following resolutions were passed at the Con- 
ference : 


1. “Resolved to request the Government to enforce 
strictly by a restriction order the sale of antibiotics 
by chemists or other. license holders except on a pres- 
cription by a registered medical practitioner.” 


2. “It is resolved to request the Government of India 
and the State Government to retain English as medium 
of instruction in High Schools and Colleges in the in- 
terests of progress in the field of national and inter- 
national science and literature.” 


3. “It is resolved to request the Government to 
sanction the same scale of pay to the local board ser- 
vants as for provincial medical personnel and further 
resolves to request the Government to hasten the pro- 
cess of provincialisation of local board medical officers.” 


4. “This Conference is of the view that the proposed 
amendment to rule No. 25 of Drugs Rules published in 
the gazette notification of September 1957 is unneces- 
sary as it will throw needless additional work on the 
already overworked medical practitioners and will fur- 
ther involve needless inspections by Government Officers 
and if any such safeguard is required under the Drugs 
Rules the Indian Medical Association and the Madras 
Medical Council may be asked to suggest suitable mea- 
sures. 


5. “Resolved to request the Government to classify 
all medical practitioners of modern scientific medicine 
of 5 years standing and more as essential services on 
a par with Government Medical Officers.” 


6. “This Conference feels that in implementing the 
Employees State Insurance Scheme panel system should 
be preferred and if it is decided that service system 
should be adopted the medical practitioners in the area 


where the scheme is introduced may given prefer- 
ence in the employment in paid dispensaries. This 
is recommended for the reason that as the E. S, I. 
Scheme is usually introduced in large cities and towns 
leaving the medical practitioners of the area and ap- 
pointing additional medical officers by Government will 
only add to the overcrowding of medical men in large 
cities and towns thereby preventing freshly qualified 
doctors from settling down in rural areas.” 
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Urea 10 mg., Alum 10 mg. and 
Tannic acid 50 mg. 


Broadest spectrum in dysenteries 
ENTOZINE 
with 
Chloroquine 


Each tablet contains : 


lodoch! yquinoline eee 0.2 gm. 

Chloroquine Diphosphate +++ 10.0 mg. 

Sulphadiazine «++ 0.162 gm. 

Sul phaguanidine cee ++. 0.26 gm. 
Mfd. in India by : 


HIND CHEMICALS LTD., KANPUR, 


WHIPPLE’S TREATMENT 


CONCENTRATED EXTRACT OF FRESH LIVER 
HAMOGLOBIN - NATURAL VITAMIN B 12 / 
HEPATIC HORMONES 


SYRUP FORM 


ANAMIC 
SYNDROMES 


HEPATIC INSUFFICIENCIES 
ON SALE EVERYWHERE 


NAVARATNA 


SPASMO PERTUSOL 


A well balanced combination of proved indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 
(Diphenin and Ortho-methoxy-phenoxy-propandio! ) 
Very palatable and free from untoward reactions. 
Not habit forming. 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 

SPASMS, CONTROLS COUGH & COLD SPECIALLY 

INDICATED IN WHOOPING COUGH AND ALL 

OTHER AFFECTIONS OF THE UPPER RESPIRA- 
TORY TRACT. 


NAVARATNA 


PHARMACEUTICAL LABORATORIES 
P. © Box No. 13, Cochin-2. 
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HOSPITAL STEEL FURNITURE 


JANAK MANUFACTURING WORKS, 
ANTOP HILL, WADALA, BOMBAY 31. 


Manufacturers of Hospital Steel furniture such as Maternity 
beds, Examination Tables, Instrument tables & trolleys. 
Revolving top stools, Obstetric labour tables, Stretchers on 
trolleys, Fowler beds, Bedside Lockers and screens, Folding 
chairs, Dropside Baby & Adult cots etc. 


60171. 


Telephone No. 


BED-SIDE MEDICINE 


By Rai-Dr. A. R. Majumdar Bahadur, Prof. of Clinical Medi- 
cine, Medical College, Calcutta, Retd. and Dr. S. C. Chatterji, 
Prof. of Medicine, National Med. Inst. with six collaborators 
Ninth Edition, demy 1426—xii pages, 624 diagrams and 
two multicoloured plates. 
Price Rs. 23/8/- only, Postage and Sales Tax extra. 
MODERN PHARMACOLOGY and THERAPEUTIC GUIDE 


Tenth Edition, (1957), thoroughly revised, much enlarged 
and largely rewritten. The book geontains all latest in- 
formations in Drug Action and Therapeutic uses. No new 
drug of real merit has escaped notice. Maximum informa- 
tion in minimum space at moderate price. 

Price Rs. 15/- only, Postage and Sales Tax extra. 


SCIENTIFIC PUBLICATION CONCERN. 
9, Wellington Square, Calcutta-13. 


Khandellab’s 
(PACOPLON) 

Each 30 mil. contains :— , 
Pottassium Guiacol Sulfonate 250 mgm. 
Papaverine Hydrochloride 30 mgm. 
Liquid Extract of Scilla 0.3 mi. 
Liquid Extract of Vasaka 4 ml. 
Syrup Tolu 4 mi. 
Codein Phosphate 30 mgm. 
Tincure Ipecac 2 mi. 
Flavoured Syrup base q-s. 


MANUFACTURED BY: 


Khandelwal Laboratories Private Ltd. 


BOMBAY 12. 


FOR Malnutrition, indigestion, dyspepsia, 
Flatulence and Sleeplessness. 


Prescribe *‘HEALTH’S” 


“ZYMOTONE” 


-a palatable nutritive & digestive tonic— 


ZYMOTONE contains digestive enzymes, amino- 
acids, lipotropics, vitamins and other 
nutrients in well balanced & stable 
condition. 


ZYMOTONE contains per Fluid Ounce Diastase- 
500 mg, Pepsin-125 mg, Papain-75 mg, 
Pancreatin-125 mg, Proteolysed 
Liver-250 mg, Proteolysed Casein- 
250 mg. Yeast Extract-200 mg, B,- 
3 mg, B,-2 mg, B,-! mg, B,,-4 meg, 
Panthenol-2 mg, Niacinamide-50 mg, 
Betain Anhydrous-100 mg, Inositol- 
100 mg, Cal. Glycerophos - 300 mg, 
Manganese Glycerophos-I0 mg, 
Alcohol 15%, v/v. 


Indian Health Institute & Laboratory Ltd. 


DUM DUM CANTT.. :: 


CALCUTTA-28. 


C.A 


CHLORAMPHENICOL 
usP 


In the treatment of : 
VARIOUS BACTERIAL 


INFECTIONS, 


AMARCHAND SOBACHAND, 


MADRAS . 3. 
Stockists : 
The Premier Medical Supplies & Stores 
44/45 Ezra Street Pan Bazar 
Calcutta 1. Gauhati— Assam. 
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AMEBIASIS 2 


WHETHER IT iS AMCEBIC OR BACILLARY 
CAN BE EFFECTIVELY CONTROLLED 


WITH 


ENTROZYME 


Each tablet contains : 
lodochloroxyquinoline 
Phthalylsulphacetamid 
Sulpha Guanidine 


STADMED PRIVATE LTD. caccurra.« 


Dr. U. RAMA RAU'S HAND BOOK ON 


FIRST AID IN ACCIDENTS 


Revised by: Dr. U. KRISHNA RAU, ™.B., MLA. 
Published in: English, Hindi, Tamil, Telugu, Canarese, & Malayalam 

Explains how First Aid should be rendered ia Accidents 
Fractures, Concussion, Fainting, Convul- 
sion, Shock, Collapse, Sun-stroke, Heat- 
Stroke, Asphyxia, Shock from Electricity 
and Lightning, Burns, Wounds, Bites, 
Snake-bite, Bruises, Strains, and Rupture 

of Muscles, Poisoning, Insensibility, etc. 


The book written In popular language with 
many illustrations, and running to 240 pages 
(Demy !6mo) has been found very useful by 
the lay public in rendering First Aid scientific- 
ally in cases of accidents till the arrival of the 
doctor. Members of the medical profession 
have found it useful to deliver lectures on First 
Aid to laymen. 5 
The book is being published since the First Great World War (1914-1919) 
and has run into several editions and thousands of copies have 
been sold. Mines, Factories, Police Forces &c. use these books largely. 
Price Re. 1/- or sh. 2 per copy for any edition. Postage 3 As. per copy, Registration Extia. 
Copies caw be had from: Manager, THE ANTISEPTIC, Monthly Medical Journal, 
P. O. Box 166, MADRAS-! f 
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250 m.g. 
le 100mg. 
300 mg. | 
Vitamin 8B, 2.5 mg. 
Vitamin 8, Img. | 
Niacin 10 mg. 
Diastase 45 mg. =~ | 
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For the peptic ulcer patient 
HARASSED BY NIGHT PAIN 


ALUDROX™ 


ALUMINIUM HYDROXIDE GEL 


ALUDROX helps patients sleep by neutralising acid promptly... 
promoting pain relief through the night. A dose at bed- 
time will effectively control “ night pain” in most patients. 


ALUDROX< is a double gel—one antacid for immediate buffer- 
ing of gastric acid; the other, demulcent-for prolonged 
coating of the gastric mucosa—protection for the granula- 
tion tissue in the ulcer crater. 


PRESENTATION: Liquid—Bottles of 12 fl. oz. 
Tablets—Bottles of 60 and 180. 


JOHN WYETH & BROTHER LIMITED 


(Incorporated in England with Limiced Liability) 
Steelcrete House, Dinshaw Wacha Road, Bombay |. © Trade Mark 


J 
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REFRESHER COURSE 
FOR PRACTITIONERS 


IN TWO VOLUMES 


Published by the Journal of the Indian Medical Association 
| NOW AVAILABLE AT A REDUCED PRICE | 
OF Rs. 4-00 EACH VOLUME 


Contributions in these volumes are by acknowledged 
specialists and designed to be of help to the 
general practitioner in refreshing his memory 
of accepted views as well as in _ bringing 
to his notice the latest advances in medical knowledge 


Limited sets or single volumes available 
direct from the stockists 
U. N. DHUR & SONS, LTD. 


15, BANKIM CHATTERJEE STREET, CALCUTTA 12 


YOUR HEALTH 


An Illustrated Magazine Devoted to Health Education (for the public in general) 
Published Monthly BY THE INDIAN MEDICAL ASSOCIATION 


% Deals with rules of healthy living, prevention of diseases, diet and nutrition, 
maternal welfare, child care and topics of health in general. 


® Presented in simple English to assist the common man in India towards 
positive health.” 


% Printed on art paper and profusely illustrated. 
YOUR HEALTH is an excellent advertising medium with all-India coverage. 


Post-free subscription rates (from any month) :— 
INLAND : Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 
FOREIGN : Rs. 10/- (1 yr.) Rs. 16/- (2 yrs.) 


Single Copy 75 Naye Paise 


Advertisement rates and other information from 


Hony. secretary, YOUR HEALTH 


23, SAMAVAYA MANSIONS, CORPORATION PLACE, CALCUTTA 13, INDIA 


Printed by Sai Tarani Kanta Basu at Sri Gouranoa Press Private Ltp., 5, Chintamani Das Lane, Calcutta 9 and published 
by him on behalf of the Indian Mepicat Association from 23, Samavaya Mansions, Corporation Place, Calcutta-13. 
Bditor—Dr. P. K, Guna, M.B., M.R.0.8, (ENG.), D.O.M.8. (LOND.) 
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Regd. No. C 1890 


VITAMINS WITH FLAVOUR OF LEMON 
AND TASTE OF HONEY 


THE CALCUTTA CHEMICAL 
CO., LTD., CALCUTTA-29 Supplied in 60 c.c. and 120 ¢.c. botites 


Decreases blood sugar. 
Defeats earlier oral 
anti-diabetic drugs. 
Devoid of anti- 
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— % Vieamin Ge - Dime. 
Nicotinamide 30 me 
4 j Methionine Smeg. 
yy over a long period. 
i Wh Yi Anti-Diabeti 
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YY 
4, My 
Treatment should be instutes 
Wy under the supervision of « 
YY physician and the following 
Wy bacterial action. 
WY Plbuta Thereafter daily dosage of 1 Gm.. 
Wy YY Mide, 05 which can be given as a single 
Wy Yi yy 4) Gm dose breakfast with water, 
THE CALCUTTA CHEMICAL CO., LTD., CALCUTTA-29. Og 
ee 
ee 


